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A B S T R A C T : T h e  e ffe c tive n e ss  o f  b r ie f  th e ra p y  p ro v id e d  th r o u g h  an  
E m p lo y e e  A s s is ta n c e  P ro g ra m m e  f o r  a U .K .  lo c a l a u th o r i t y :  gender, age 
and professional status differences in  outcome.
The provision o f Employee Assistance Programmes (EAPs) in this country has seen a 
rapid growth in recent years. However, there has been relatively little research into the 
effectiveness o f  such programmes in reducing costs o f sickness/stress, absenteeism or in 
improving work place performance, particularly with respect to gender, age and 
professional status differences in responses to counselling. This research sought to 
evaluate the clinical change produced by a very specific mode o f counselling which was 
‘b r ie f  (up to a maximum o f 8 sessions). The research also aimed to estimate the costs o f 
stress to the organisation more accurately, by way o f costing absenteeism and 
‘presenteeism’ (the level o f efficiency at which the employee estimates s/he is working). 
The first stage o f this research was to find the baseline scores for the measures going to be 
used for the counselling sample. ‘W ell-being’ questionnaires were randomly distributed to 
the 17,500 workforce (i.e. 5295 questionnaires were sent out). Over 2,300 responses were 
received. The results from this stage allowed for baseline mean scores to be obtained for 
all measures used. The responses focussed on the interaction between gender and other 
demographic variables such as age and professional status, and the effects o f those 
interactions on the various means for stress factor and coping strategy responses. The 
second stage o f the study examined the change process for clients coming for brief therapy 
as provided to them under an external EAP (241 subjects). The mean scores on a variety 
o f scales at the pre-treatment stage were matched against responses at the post-treatment 
stage and again at a six month follow-up stage, and these scores were compared with the 
baseline means obtained for each factor from the earlier ‘W ell-being’ study o f  the whole 
organisation. The process o f matching looked at whether there were significant changes 
between the stages o f the study and whether the changes produced clinically significant 
and reliable change. The effect size o f that change was also examined. It was found that 
the counselling process was effective in reducing the costs of the work stress, sickness and 
‘presenteeism’ in the counselling sample. However, the male and female clients responded 
differently. It was also seen that the counselling process was effective in producing change 
in work stress, particularly with respect to ‘home/work interface’, mental health, work and 
personal functioning, and in most o f the coping strategies examined. The relevance o f 
these findings is discussed in relation to implications for policy, research and practice.
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1. Introduction
Six million people in the UK suffer from mental illness each year (MIND, 1993). A 
company o f 1000 employees can expect between 200 and 300 people to suffer from 
depression and/or anxiety in one year and one suicide every decade (CBI Conference, 
1991). Each year in this country, 8 million working days are lost through alcohol and 
drink related disease, 35 million through coronary heart disease and strokes, and 80 
million through mental illness (CBI Conference, 1993). By far the commonest forms 
o f  mental illness are depression and anxiety (The Mental Health Foundation, 2005). 
W ith their accompanying symptoms o f  fatigue, poor concentration and irritability, 
depression and anxiety may cause problems, not just at home with the family, but also 
in the workplace, leading to increased sickness absence, increased labour turnover, 
lowering performance, poor relationships with colleagues and even to accidents. The 
financial cost o f mental illness to industry was estimated in 1992 at more than £3.5 
billion a year (MIND, 1993). In order to try to reduce these costs Employee Assistance 
Programmes were introduced into this country in the early 1980s.
I am a Chartered Counselling Psychologist and in 1996 I was working as a counsellor 
providing brief therapy (up to eight sessions) for an EAP provider in the City o f 
London. At that time it occurred to me that this was a very useful service to the 
multitude o f businesses that used our services. But it also occurred to me that 
providers o f such services were selling the concept o f EAPs, claiming it was a cost 
effective way o f trying to solve the problems o f sickness and stress in the work place. 
However, the amount o f research into the effectiveness o f such services seems to be 
rather limited within the British context. So I put it to the organisation for whom I 
worked (PPC) that it would be a good idea to carry out some research to test the selling 
proposition that EAP provision was cost effective, and if  it was for whom it was most 
effective.
At the same time an organisation (Norfolk County Council) had just bought the service 
for their Education and Social Services departments and wanted to be able to show that 
the money they were spending on buying the service was cost effective, so they 
willingly bought into the idea that they could be the subject o f such research. Thus this
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research study was undertaken to examine the effectiveness o f the b rief therapy as 
offered by an Employee Assistance Programme provider to this local authority.
Further in order to provide some sort o f control group against which to measure the 
changes/effectiveness o f the counselling as offered within an EAP, a large ‘stress audit’ 
was carried out within the organisation’s population from which the counselling clients 
would be coming, though this part o f the study grew further than was planned, as the 
whole o f the council wanted to be part o f this stage o f the study, not just the 
departments who had bought the EAP programme.
I would like to also add that I did not see m yself as an academic undertaking a research 
project but as a practitioner who wanted to answer some real and useful questions that 
would be o f use to the practitioner. As such I was aware that carrying out a piece o f 
research in a real setting would lack some o f the rigours o f experimental controls, but it 
was my experience that carefully controlled research often produced conclusions that 
were interesting but not o f much use to a therapist in the real world o f therapy which 
by its nature can be influences by many uncontrollable factors. Thus the tools used or 
the measures examined had to have some face validity to me as a practitioner and the 
setting o f the research had to be real so that, I and other practitioners like me, would be 
able to make real sense and use o f the findings within the world in which I and they 
work.
10
2. L i t e r a tu r e  re v ie w  o f  s u b je c t a reas re le v a n t to  th is  s tu d y
2.1 Introduction
This study set out to examine the effectiveness o f brief therapy as provided by an 
employee assistance programme (EAP). In order to examine this effectiveness it was 
important to define the variables which will be used to measure change and hence the 
effectiveness o f the b rief therapy. The variables that were considered to be important 
measures o f change are not uniform as they depend on the value given to them by the 
various purchasers o f the EAP services and those receiving those services. This literature 
review first focuses on a brief examination o f the roots and definitions o f employee 
assistance programmes, to set the scene for the study which follows examining what 
criteria/values are used to evaluate the effectiveness o f such services. Further, the main 
thrust o f  the counselling service as provided by EAPs is that the programmes offer 
normally only brief therapy. Hence it is important to establish what is meant by this 
concept and what has been found and said about the value o f brief therapy.
The effectiveness o f an EAP service will possibly be dependent on who uses it. Therefore 
this study also looked at how the effectiveness o f the therapy offered varied, depending on 
demographic characteristics o f the users. Thus this review explores what has been found 
with respect to demographic differences. Unfortunately there seems to be few good studies 
that really examine demographic differences in much detail.
One o f the most important criteria for measuring the effectiveness o f such a service, from a 
commercial point o f view is whether the service is cost effective. This study aimed to 
examine this issue so this review, after setting the scene, looks at how this has been 
explored by others. The main thrust o f the review therefore looks at what other studies 
have found with respect to the various measures o f change, such as changes in 
psychological well-being (e.g. reductions in depression and anxiety and increases in self­
esteem), increases in mental health/well being, job  satisfaction/performance and stress.
A key focus o f the present study was also to look at the effectiveness o f  the service in 
producing change in coping strategies o f the clients, as this was seen as being the main 
focus o f the work o f the counsellors with their clients, so this review looked at what studies 
there have been that focussed on this area o f change. Unfortunately, the amount o f 
research into this area with respect to EAPs was limited, but what is explored is the
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Finally this review looked at the conceptual theoretical model that underpinned the 
research and the research difficulties with respect to carrying out this research study within 
a naturalistic setting and thus the theoretical justification for accepting those difficulties.
concept of coping and the difficulties researchers generally had in defining that concept
and hence finding effective psychometric tools with which to measure coping strategies.
2.2 EAPs - the roots
The origins o f Employee Assistance Programs (EAPs) can be tied to efforts in the 1880s to 
eliminate alcohol from the workplace and were further stimulated by the liabilities created 
by w orkers’ compensation laws. The development o f  EAPs, it has been argued, has passed 
through three distinct phases: occupational alcoholism programmes (1939-1962); broad­
brush employee assistance programmes (1962-present) and occupational health promotion 
(1980s to present) (DeGroot and Kiker, 2003). Part o f the development was also as a result 
o f the various research studies that indicated that EAPs could save companies money while 
promoting the health o f employees (Brody, 1988, Csiemik, 2004).
In Europe a number o f factors prompted the rapid growth o f EAPs. These included increased 
investment in staff (e.g. Investors in People Award started in 1993 by a section in the 
Department o f  Education and Employment) and increased pressures on staff due to 
organisational rationalisation leading to increased demands on employees and changes in their 
roles (Gammie, 1997). Probably more importantly the following has also contributed to an 
increase in EAP provision: the growing tendency from health and safety regulators and courts 
to recognise that the employer has a duty o f care in relation to the workforce (Csciemik, 
2005) (e.g. the Walker Case {Walker v Northumberland County Council, 1995}) and 
therefore to hold the employers responsible for the mental as well as physical health o f their 
employees; the potential financial benefits (such as reductions in costs and insurance 
premiums) for the employers and the advantage o f EAP provision in employee compensation 
claim cases (Hoskinson and Reddy, 1993). This growth is illustrated by the fact that by 2006 
more than 1000 organisations in the UK made use o f EAPs covering more than two million 
employees (around 10% of the UK working employee population) (EAP Association, 2006).
Although EAPs are seen as a humanitarian endeavour, the prim ary motive for their 
development has been economic. It is seen that there are considerable losses associated 
with absenteeism, increased health care utilization and other associated cost, which in the 
USA drives up health insurance, grievances and lost productivity. In the USA it was
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su ggested  that 18% o f  the w orking population  w as losin g  25%  productiv ity  due to personal 
problem s that a ffect their jo b s (M asi, 1984). A lco h o lism  w as costin g  U .S  industry m ore  
than $2 0 .6  b illio n  in  lost productivity (R o y ce , 1981). Stress related illn ess w as resp on sib le  
for an annual lo ss  o f  132 m illio n  w orking days, the national expenditure for m ental health  
serv ices account for 15% health expenditure (F ein stein  and B row n, 1982).
Thus a survey o f  d irectors found that 83%  b eliev ed  cost sav in g  represented an im portant 
criterion on w h ich  to evaluate E A P perform ance (H outs, 1991) and 87%  o f  E A P  
practitioners saw  the purpose o f  E A P s w as to im prove em p loyee  productivity, 69%  felt it 
b enefited  both the em p loyee  and em ployer (M cC lellan  and M iller  1988). D eve lop m en t o f  
E A P s w as in flu en cin g  m anagem ent that w a s changing independ en tly  o f  E A P s and E A P s  
w ere changing to adapt to changes in  m anagem ent sty les (M cC lellan  and M cC lellan , 
1987). Instead o f  o n ly  traditional occupational a lcoh olism  program s, E A P s w ere  
em phasising  reduction  in  health risks/safety  risks and w elln ess . E A P s w ere b len d in g  in  
health interventions and w ere broader than orig in ally  defined  b y  T rice and R om an (1 9 7 2 ).  
H igh ley  and C ooper (H igh ley and Cooper, 1994a, H igh ley and C ooper 1996; H ighley- 
M archington and Cooper, 1997a, 1997b) outlined a number o f  potential individual and 
organisational benefits o f  EA Ps. Individual benefits include im proved m ental w ell-being , 
increased jo b /life  satisfaction and better functioning at work. Organisational benefits include  
im provem ents in w ork performance, m orale, internal com m unication and personal relations, 
and reductions in sickness absence, sta ff turnover, accident rates and grievances; and also the 
provision  o f  good  external PR  as em ployers are perceived to be caring. So in  its present 
con text E A P s need  to be defined.
2.3 What is an EAP?
In A m erican  the 1990s brought n ew  changes in E A P s prov ision  w ith  the rising  costs o f  
health care. There w as a d evelopm ent tow ards m anaged care w ith  E A P s b eco m in g  pro­
active w ith  p revention  b ein g  their prim ary goal i.e . treating em p lo y e e s ’ problem s before  
m ore serious ones d evelop . In Britain a sim ilar developm ent ensued  arising out o f  the need  
to reduce the costs o f  absenteeism  and litigation .
T hus E A P s w ere provided  as a package o f  serv ices includ in g  free lega l, financial and  
careers advice. H ow ever, the focus here is on the cou n sellin g  part o f  such packages. A n  
E A P that offers free cou n sellin g  is a p rofession a l assessm ent, referral, and/or short-term  
(brief) co u n se llin g  serv ice  offered  to em p loyees w ith  a lcoh ol, drug, or m ental 
health /em otional/relationship  problem s that m ay be affectin g  their jo b s. E m p loyees are
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M ost E A P s offer sessio n s lim ited  from  betw een  3 -8  sess io n  m od els w ith  the aim  o f  
facilitating the resolution  o f  a problem  via  b r ie f  therapy. G enerally  they have been  
provided  to help  w ith  adaptation to change, to facilita te the reduction in stress, to support 
s ta ff  and to be seen  as caring.
The co u n se llin g  w ou ld  norm ally  in v o lv e  an accurate assessm en t u su a lly  w ith in  the first 
tw o  sess io n s fo llo w ed  by short-term  treatment. T h is treatm ent in v o lv es  b r ie f therapy, 
fo cu ssin g  on  a central them e, u sin g  p rob lem -so lv in g  techniques and h op efu lly  in v o lv es  
h avin g  a beginn in g , m iddle and an end to treatment.
M cL eod  (1 9 9 3 ) describes the em ergence o f  b r ie f therapy as arising from  socia l needs and  
clien t dem ands for shorter, prob lem -focused  therapies. G iven  that m ost purchasers o f  
m ental health services (including individual clients as w e ll m anagers o f  m ental health  
serv ices) h ave constraints o f  tim e and/or m oney, tim e-lim ited  therapy is n ow  the treatment 
o f  ch o ice , and is b ecom in g a qu ick ly  expanding option  in m ental health provision.
2.4 The effectiveness of brief therapy
G enerally  there is  the assum ption that b r ie f therapy is  tw enty session s or le ss  (K oss and  
Siang, 1994), though it w ou ld  be m ore accurate to assum e that b r ie f therapy is not so m uch  
about the num ber o f  session s, but the establishm ent o f  a clear focus for the treatment and 
the orientation o f  the therapy can vary e.g. C B T , solution  focused , marital therapy, etc. 
H ow ever, the m od el o f  b r ie f therapy as u sed  by E A P s is 3-8  session s irrespective o f  the 
type o f  therapy used. Thus the question  here is w hether this num ber o f  session s, i.e. the 
d ose-e ffec t, is e ffective  in  producing adequate change. The question o f  the d ose-effect  
relationship in psychotherapy w as first addressed b y  H oward et al. (1986). T hey studied 15 
previously  collected  data sets to exam ine the relationship betw een  the number o f  session s that 
clients had received  and the percentage o f  clients sh ow in g m easurable change. Their analysis 
revealed a pattern o f  dim inishing returns as the number o f  sessions increased, w ith 50%  o f  
patients having show n m easurable im provem ent by 8 session s whereas only 75%  o f  patients 
had m easurably im proved b y  26  sessions. In addition, they found that 15% o f  patients had 
m easurably im proved before attending the first session  o f  therapy, thus h ighlighting the 
im portance o f  taking into account the rate o f  spontaneous rem ission w hen estim ating the 
benefit o f  therapy. E ffective exposure w as also m easured and this w as taken as the dosage o f
either self referred or referred by supervisors. Eligible clients often include the employees’
family members, including their significant others, and retirees.
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therapy necessary for 50%  o f  patients to show  m easurable im provem ent. The am ount o f  
therapy necessary for effective  exposure w as estim ated as being b etw een  6 and 8 sessions. 
H ow ever , it has b een  su ggested  that 12-20  se ss io n s  are n ecessary  to e ffec tiv e ly  address 
severe  problem s in  a w a y  that produces enduring benefits (Lam bert and O g les, 2 0 0 4 ), 
though Lam bert and O g les a lso  reported that 5-10%  o f  those rece iv in g  therapy deteriorated  
over the course o f  treatm ent.
L ueger and H ow ard (1 9 9 4 ) supported the idea that w ork  function ing can b e im proved  w ith  
b r ie f  therapy, 25%  im provem ent after 4  se ss io n s, and 50%  after 20  sessio n s. B ut the 
m ethod  o f  therapy w as long-term  and not a so lu tion  focus b rief m od el. B ut this still raises 
the qu estion  w hether the num ber o f  sessio n s a ffects the e ffec tiv en ess. C heesem an (1 9 9 6 )  
supported this idea in  that in h is study the m axim u m  im pact o f  cou n sellin g  took  p lace  
w ith in  the first four sessio n s. H ow ever, Parry, Shapiro and Firth (1 9 8 6 ) su ggested  from  
their study that m ost change occurred in  the first 8 session s, w hereas R ogers, M cL eod  and  
S lob od a  (1 9 9 5 ) su ggested  that those w h o  rece iv ed  5 session s w ere m ore sa tisfied  w ith  the 
cou n sellin g . B ut this last study u sed  no  m easure to exam in e w hether satisfaction  
correlated w ith  c lin ica l im provem ent and w hether satisfaction  continued  w ith  tim e. A lso  
the h igh  proportion o f  m issin g  data in  m any stud ies b egs the qu estion  w hether those w h o  
did not answ er the questionnaire did not do so  as they w ere d issa tisfied  w ith  the 
cou n sellin g , and th ose w h o  did return the form s tended to be those w h o  w ere m ost satisfied  
w ith  the serv ice  (R oger et al, 1995). In truth this question cannot b e answ ered w ithout  
ask ing th ose subjects w h y  they  did or did not fill out the p ost-cou n sellin g  questionnaire. 
Sim ilarly , D ick so n  and R oethlisberger (1 9 6 6 ) found  10% o f  the em p lo y ees w ere satisfied  
that the cou n sellin g  had helped. M itch ie (1 9 9 6 )  a lso  said that in  h is study self-reporting  
satisfaction  w as h igh  (90% ) for users o f  an E A P and 73%  reported it had h elp ed  or greatly  
h elp ed  the w ork perform ance. But in both th ese  studies the d ifficu lties  w ere that no  
standardised and/or independent m easures o f  ch an ge w ere used. A lso , p o sitiv e  satisfaction  
data says little  about e ffec tiv en ess o f  the serv ice. Such  data indicates on ly  w illin g n ess , on  
the part o f  the counsellor, to help but not about w hat the help w as e ffec tiv e  w ith.
S lob od a  et al (1 9 9 3 ) reported 92%  rating the serv ices as go o d  to very  g o o d  w ith  the 
average num ber o f  sess io n s b ein g  a fairly constant num ber o f  4  (a lso  in  H igh ley-  
M archington  and C ooper, 1998). B ut the m ajority  o f  clients w ere m ale  and younger  
em p lo y ees, again there w as a large am ount o f  m issin g  data and it still b egs the question  
w hether client satisfaction  correlates w ith  c lin ica l im provem ents. A lso  there w as an over
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Shapiro et al (1 9 9 0  and 1994) reported sign ifican t e ffec tiv en ess for both 8 and 16 sessio n  
m od els  and the type o f  therapy offered  did not a ffect this d ifference, though the m ost 
sev ere ly  depressed  c lien t’s ben efited  m ore from  16 sessio n s, but 8 sessio n s w ere perfectly  
adequate for th ose w ith  m oderate to lo w  severity  lev e ls  o f  depression. T hough the subjects 
w ere se lected  for the study and w o u ld  not represent th ose ch oosin g  to co m e for cou n sellin g  
under an E A P program . Barkham  and Shapiro (1 9 9 0 ) sh ow ed  clients h avin g  a reliable and  
c lin ica lly  sign ifican t im provem ent after tw o sess io n s and up to 73%  at 6 m onths fo llow -u p . 
It is to be b o m  in m ind that m ost E A P  b r ie f  therapy program m es a llow ed  for up to s ix  to 
eight sessio n s but the m ean num ber o f  sess io n s for c lients tends to b e about 2 .9  sessio n s  
(Shakespeare-F inch  and S cu lly , 2 0 0 4 ).
C lients and cou n sellors, in general, are con sisten tly  in agreem ent o f  the p erceived  
effec tiv en ess  o f  tim e-lim it cou n sellin g . A lso , tim e lim ited  therapy has b een  sh ow n  to b e as 
e ffec tiv e  as unlim ited  therapy (M alan, 1976; S ifn eos, 1972) and for som e researchers the 
greatest gains are found to be observed  in the first 8 sessio n s regardless o f  w h o evaluates  
the treatment, client, therapist, observers or standardized m easures, bearing in m ind that 
self-reporting has been  sh ow n  to fairly m atch ob jective  criterion o f  e ffec tiv en ess (H ow ard  
et al 1986; Lam bert et al, 1986; Steenbarger, 1992). Further, K oss and Shiang’s (1994) 
com prehensive rev iew  o f  b rief therapy research found that no evidence exists to suggest that 
b rie f interventions produce any greater negative effects than long-term  psychotherapy. 
Steenbarger (1992) concluded that the ev idence concerning relapse during fo llow -up  periods 
is m ixed, therefore also not sh ow in g a particular advantage o f  either b rief or long-term  
therapy (see also Cross et al., 1982; H ollon  et al., 1991; Jacobson et al., 1988).
B r ie f  therapy has been show n to benefit specific  client populations w ho have sp ecific  
problem s but are otherw ise functioning w ell. For exam ple, b rief therapy has been show n to 
be effective for the treatment o f  job-related stress (Barkham and Shapiro, 1990), anxiety  
disorders (K losko et al., 1990) and depression (D obson, 1989; Elkin et al., 1989). H ow ever, 
b rie f therapy has been  found to be less e ffective  for patients w ith  m ore severe disorders such  
as substance abuse and p sych osis (K oss and Shiang, 1994). O verall, K oss and Shiang (1994)  
concluded  that com parative studies o f  b r ief and tim e-unlim ited therapies sh ow  essentia lly  no  
differences in results. Furthermore, Steenbarger (1992) concluded that num erous studies (e.g . 
A vnet, 1965; Chubb and E vans, 1990; G elso  and Johnson; 1983 ) have show n b rief
representation of the younger work force (25-44), younger clients may account for the
greater job dissatisfaction (Kalleberg and Loscocco, 1983; Quinn et al, 1974).
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A  num ber o f  studies have reported also that changes continue after the end o f  b r ie f therapy. 
For exam ple, P ollack  et al. (1990) found patients w ith  higher-level personality disorders 
categorised as D SM -III-R  Cluster C (A m erican Psychiatric A ssociation , 1980, d iagnosis o f  
either com pulsive, avoidant, dependent, passive-aggressive, or a m ixed  personality disorder) 
w ho had received  b rief therapy, m aintained gains on follow -ups o f  one to four years and 
seem ed  to im prove in  terms o f  target com plaints over this period. Steenbarger (1992) cited a 
study b y  G elso  and Johnson (19 8 3 ) w ho also reported that co llege students w ho had received  
tim e-lim ited therapy furthered their gains 8 to 14 m onths after the end o f  therapy, suggesting  
that tim e-lim ited  therapy m ay catalyse change after treatment. Thus changes gained during  
brief therapy seem  to be m aintained over tim e or im proved upon, to the sam e extent as gains 
m ade during longer therapies (Johnson and G elso , 1980; K oss and Butcher, 1986).
H ow ever a variety o f  variables can affect outcom e w ith b rief interventions. T hese include the 
quality o f  patient and therapist relationship; therapist variables; the presence o f  tim e lim its  
(see Barkham et al., 1996); patient characteristics such as level o f  expectation and m otivation  
to change; dispositional characteristics (d iagnosis, interpersonal characteristics such as coping  
styles, ability to form relationships); envirom nental factors (socia l supports, w ork  roles); 
expectations o f  therapy and initial severity o f  sym ptom s (K oss and Shiang, 1994; 
Steenbarger, 1992). Steenbarger (1992) states that a variety o f  outcom e studies suggest that 
high levels o f  adjustment at the start o f  therapy are associated w ith  the best outcom es and 
low est leve ls o f  relapse (Elkin et al., 1989; Lelliott et al., 1987; Luborsky et al., 1990; Sloane  
et al., 1975). H ow ever, b rief counselling  outcom es are not linked to h igh  functioning clients 
alone; for exam ple, brief therapy has been  show n to be effective  w ith major depression  
(G allagher-Thom pson et al. 1990).
Thus, b r ie f therapy is seen  as e ffec tiv e  i f  the client can form  relationships, and clien t is 
w ell m otivated , there is an absence o f  p sy ch o sis , severe depression  or any other m ajor 
disorders a ffectin g  the personality  and n eed in g  reconstruction (B u rlin ggam e and Fuhrim an, 
1987; Lam bert et al, 1986; Steenberger, 1992). B r ie f  therapy is seen  as su ccessfu l b y  the 
above authors, w here there is a h istory o f  su ccessfu l socia l interactions; clearly  d efin ed  
problem  o f  recent origin, h igh  c lien t m otivation  and self-aw aren ess o f  the distress. It is 
seen  as not b ein g  e ffec tiv e  w here there are d ifficu lties in interpersonal function ing, deep  
seated chronic sym ptom s, little or no m otivation , unable to m ake a therapeutic a lliance, has
interventions to be both efficient and effective, as they result in both positive outcomes and
savings in agency time.
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a p sy ch o sis , u n w illin g  to en gage and lo w  self-aw aren ess. Steenberger (1 9 9 2 ) seem s to 
sh ow  that b r ie f therapy produces poor results for m arital problem s, depression  and lack  o f  
con fid en ce. T his m ay  a lso  b e b ecau se  few  counsellors have rece ived  sp ec ific  training in  
the techniques o f  b r ie f  therapy. (F ew  present training courses o ffer training in  b r ie f  therapy 
as an integral part o f  the course, from  personal experience; m ost trainees m ust learn this on  
the p lacem ent, i f  such  p lacem en ts exp ect b r ie f  therapy as a m od el o f  w orking. T his is odd  
g iv en  the dem ands o f  the health  serv ice  and the n eed  for b r ie f therapy v ia  E A P s). 
N otw ithstanding  its p ossib le  lim itations, for m ost problem s, counsellors and c lien ts felt  
b r ie f therapy w as adequate or appropriate. A ndersen and Lambert (1995) suggested  that the 
differences in effect sizes reported w ere probably due to the differences in inclusion  criteria 
and outcom e m easures u sed  in the different review s. Overall, Andersen and Lambert 
concluded that b rief therapy is an effective  treatment for a broad spectrum o f  outpatient 
problem s. Thus b r ie f therapy w ith in  E A P s is seen  as e ffec tiv e  w ith  rela tive ly  w e ll 
function ing individ uals w ith  a relative lim ited  num ber o f  presenting problem s, though its  
e ffec tiv en ess m ay vary d ependin g  on those w h o  u se E A P s.
2.5 Who uses EAPs?
T raditionally it is seen  that w o m en  are the greater users o f  p sy ch o lo g ica l serv ices and often  
serv ices seem  to favour referring the w h ite  fem ale Y A V IS  clients (Y ou n g, A ttractive, 
V erbal, Intelligent and S ociab le) (W right, 1992). So it is o f  interest to know  w hether those  
w h o access the E A P  serv ices fo llo w  the sam e pattern. T he advantage that E A P s have is 
that they frequently elim inate the gate k eep in g  that m ay, in other settings, prevent a w ider  
group o f  p eop le  from  a ccessin g  such serv ices, though there seem s to b e various other 
factors that have som e e ffec t on u tilisation . Several studies link  k n ow led ge, inform ation or 
aw areness o f  the E A P  serv ices to u tilisa tion  (B ennett and Lehm an, 2001; G o o g in s and  
Kurtz, 1981; H arlow , 1998; W est and R eynolds, 1995) and the perception  o f  
confidentia lity  relates a lso  to attitudes to E A P s and h en ce utilisation  (O her, 1993). Stigm a  
associated  w ith  the u se  o f  cou n sellin g , and doubts over e ffec tiv en ess, or n egative  
stereotyping about the use o f  cou n sellin g  can also a ffect utilisation  rate (Butterw orth, 
2001; G yllensten  et al, 2005; Trubshaw  and D ollard, 2 0 0 1 ). Thus it cou ld  be exp ected  that 
external providers w o u ld  have an advantage in  this respect, therefore they w o u ld  exp ect to 
have h igher u tilisation  rates. Straussner (1 9 8 8 ) indeed  found this to b e the case, w ith  
u tilisations rates for external providers to be 5.7%  w h ile  internal provider w ere at 3.8% . 
H ow ever, the u tilization  rates d em ograp h ica lly  do appear to b e different from  w hat cou ld  
be exp ected  in other therapy settings.
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H all et al (1991); H arlow  (1 9 9 8 ) and M ay (1 9 9 2 ) found that w o m en  m ore than m en  
b eliev ed  that E A P s w ere e ffec tiv e  and w ere therefore m ore lik e ly  to u se  it. B e lie f  in  an 
E A P ’s e ff ica cy  affects the u tilization  for all groups (D elan ey  et al, 1998). M an y studies  
su ggested  that w om an  are m ore lik e ly  to u se  E A P /cou n sellin g  than are their m ale co ­
w orkers (e .g . A sen  and C olon , 1995; B lum  and R om an, 1992; Braun and N o v a k , 1986; 
B rod zin sk y  and G oyer, 1987; B urke (1994); French et al, 1997; G rosch et al, 1996; 
H arlow , 1998; P o v e m y  and D od d , 2000; W helan  et al, 20 0 2 ). Further, so m e  su ggested  that 
w om en  and you n ger em p loyees w ere m ore lik e ly  to u se  the service (M acdonald  et al,
1997). B ut others found m ale and younger em p loyees w ere over-represented (S lob od a  et 
al, 1993), though M iln e et al (1 9 9 4 ) and W est and R eyn old s (1 9 9 5 ) found no  gender or age  
difference in  attitudes to co u n se llin g  and G erstein et al (1993) found no  d ifferen ces in  
ethnicity or gender in U S A  w ith  respect to u tilisation  rates. It has a lso  been  found  that m en  
w ere ju st as lik e ly  as w o m en  to request help for depression . T he research su ggests  that the 
role o f  gender cannot be assum ed from  trends in the general population  (C oudriet et al, 
1987). In relation to stress m anagem ent programs, B unce (1997) noted that, w ithin  research  
into the effectiven ess o f  therapy, scant attention had been  paid to the factors w h ich  influenced  
outcom e, such as, individual d ifferences (e.g. initial leve ls and type o f  strain, age and gender); 
a criticism  w hich  could  equally be directed at em ployee counselling research.
N everth eless, Braun and N o v a k  (1 9 8 6 ) found that non-users w ere over 50 , m en , h igh ly  
stressed and in denial o f  their prob lem s, self-reliant and w ou ld  think that u sin g  E A P w ou ld  
lo o k  bad. Interestingly w o m en  u se external EA P providers three tim es m ore than m en  but 
no gender d ifferen ces w ere found w ith in  internal providers (H igh ley-M arch in gton  and 
C ooper (1 9 9 8 ). O verall it is su ggested  that there is no ev id en ce o f  con sisten t trends 
regarding associa tion s b etw een  differential E A P /cou n sellin g  u tilisa tion  and other 
dem ographic characteristics, such  as gender, age or jo b  status (non-  
p rofession a l/p rofession a l) (M iln e et al, 1994).
Further, w ith  regard to utilization , French et al (1 9 9 7 ) found that those w ith  go o d  health  
w ere m ore lik e ly  to u se  serv ice  than on es w ith  health problem s. Job sa tisfaction  w as found  
not to be related to utilisation  and other dem ographic variables w ere not seen  as predictors  
o f  u tilization . Sen ior m anagem ent w as not lik e ly  to u se  it (H arlow , 1987). O verall there 
seem s to be som e disagreem ent over w h o  are m ore lik e ly  to u se  an E A P serv ice . H ow ever, 
from  a rev iew  o f  the research it w ou ld  seem  that a w id e  range o f  em p lo y ees  b en efit from  
an E A P serv ice  (M cL eod , 2001  and 2007; M iln e et al, 1994) in contrast w ith  B O H R F  
(2 0 0 5 ) w here it w as said that it w as m ore lik e ly  that on ly  w hite co llar w orkers w ou ld
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b en efit rather than lo w er  status em p loyees. T he d ifferences here m ay  relate m ore to the 
kind o f  b r ie f  therapy offered  or h ow  the serv ice  is com m unicated  or offered  to the 
em p lo y ees or h o w  or b y  w h om  referrals are m ade (B ennett and L ehm an, 2001; G oogin s  
and K urtz, 1981; H arlow , 1998 , W est and R eyn o ld s, 1995). B ut to exam in e w hether there 
are, for exam ple, dem ographic d ifferences w ith  respect to w hat groups b en efit m ost, it is 
im portant to decide h ow  e ffec tiv en ess can b e  m easured.
2.6 Measuring EAP effectiveness
T he m ain  focus o f  this study w as to in vestigate w hether the b r ie f therapy as provided  b y  an 
E A P  w as cost e ffec tiv e  and to ask i f  it w as e ffec tiv e  in  prom oting change in  the recipients  
o f  such  a service, w hat k ind o f  change w as m o st s ign ifican tly  produced?
The evaluation o f  cou n sellin g  services in the w orkplace has been  w id e ly  recogn ised  as ‘an 
excellen t m eans o f  ensuring that em ployee needs are being  m et, that the counselling service is 
fu lfilling  its aim s and objectives; it can be u sed  for forward planning and used  to build in  
changes and m odifications to counselling serv ices’ (Carroll, 1996; 1997a; 1997b). H ow ever, 
currently, there is an additional im petus for evaluating services, accountability. A s Cooper  
(19 8 3 ) points out, EA P programs becam e increasingly accountable in terms o f  the benefits  
they could  deliver to organisations. C onsequently, alm ost every com pany w ith  an EA P in the 
U S  w as subjecting it to c lo se  scrutiny in terms o f  cost-benefit, utilisation and su ccess rate 
(B ickerton, 1990). E m ployee counselling sch em es could  no longer ignore the issue o f  
evaluation as they had to ju stify  their ex istence to purchasers in order to survive. This trend 
has been  fo llow ed  in  the U K  as m ore com panies adopt em ployee counselling  schem es and 
m any n ow  use standard evaluation tools such as C .O .R .E (C linical O utcom e for R outine  
Evaluation). CORE IM S state they n ow  have data on 25 ,0 0 0  clients w h o have used  workplace  
cou n sellin g  or E A P s (C O R E IM S, 2008). B ut it is still hard to gain access to this data 
particularly regarding individual providers as this is seen  as com m ercially  sensitive.
W hen this study w as carried out it w as seen  that there were a num ber o f  gaps in  E A P  
evaluation. A s Cayer and Perry (1988) pointed out, m ost research focused  on private sector  
E A P s and w as primarily descriptive or prom otional w ithout m uch rigor in evaluation  
m eth od ology  or design. In the public sector, there w as even  less written on E A P s, and alm ost 
no evaluation m aterials w ere available. In addition, Klarreich et al. (1985) also criticised the 
fie ld  for its lack o f  independent objective research, w ith  alm ost all EA P research taking place  
w ith in  EA P provision, w ith  the exception o f  the K ent study (W orrall, 1999). Furthermore, 
benefits w ere m ain ly described in testim onials or in  cost-benefit terms, w ith  individual
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This study sought to independently evaluate an EA P service using various tools to m easure  
ob jectively  the process o f  change and to see  h o w  clin ically  significant that change m ight be. 
But com m ercially, m uch interest, w hen exam ining effectiven ess, is focu ssed  on w hether the 
E A P s service is cost-effect in  producing that, hopefully , c lin ically  sign ificant change.
There are m any w ays to m easure the effectiven ess o f  an EA P and b e lo w  it is proposed to look  
at the literature relating to a number o f  d im ensions o f  effectiven ess w h ich  the study proposed  
to exam ine. Firstly, it is proposed to exam ine what has been found concerning the cost 
effectiven ess o f  such services in m onetary term s, then to discus h ow  EA Ps m ay reduce 
sickness levels w hich  in turn w ould  also be a saving to the organisation by reducing lost  
productivity. H ow ever, from  a therapist point o f  v iew , it is o f  m ore interest to know  h ow  
effective  EA P services m ay be in producing p sychological change, such as effectin g  
reductions in levels o f  depression, anxiety and raising self- esteem . Further it is also o f  interest 
to k n ow  h ow  effective  such services m ay be in increasing job  satisfaction/perform ance, 
reducing stress, im proving m ental health /w ell-being and effectin g im provem ents in  coping  
strategies.
2.7 Is it cost effective?
There are n ever en ou gh  resources to sa tisfy  hum an wants co m p lete ly  thus w ith  com p etin g  
treatm ents w ith in  m ental health, serv ices require som e econ om ic  evaluation  som etim es  
k n ow n  as a co st-e ffec tiv e  analysis. T his w ill  com pare different m eth od s o f  treatment. It is 
a u sefu l approach w here there is one clear ob jective  o f  health care intervention such as 
exten d in g  life , but this presents d ifficu lties w here there m ight be m ultitude ob jectives e.g . 
im proving length and quality o f  life  both o f  w h ich  m ay not b e m utually  ex c lu siv e  i.e. 
extending  life  m ay  not im prove the quality o f  that life .
E valuating cost b y  carrying out a cost-u tility  and cost ben efit an alyses on the treatm ent is  
on e w a y  to exam in e the process. S om e treatm ents m ay act as a sav in g  in  health care costs. 
T his m ay b e straight forward in som e cases, but h ow  do w e  evaluate the reduction o f  
depression  and im provem ent in quality o f  life  for the individual and/or their fam ilies, the 
so -ca lled  intangib les? In other m edica l fie ld s som e cost analyses concentrate on m easuring  
the ben efits in  ea sy  m o n ey  term s, or u se  the ‘H um an C apital’ approach to valu ing  life  and  
this is considered  equal to the future earnings o f  the individual but other econ om ists find
measures mainly focusing on client satisfaction until more recently when the use of C.O.R.E.
has become more established.
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this an unsound, even  as a m in im um  estim ate o f  the value o f  life  con cep t (D rum m ond,
1990). C ost u tility  an alyses lo o k  at states o f  health b ein g  va lu ed  not in m o n ey  term s but 
relative to other states o f  health. The trouble is that m any E A P purchasers are som etim es  
not k n ow led geab le  enough or interested enough  to d istinguish  b etw een  the cou n sellin g  
quality u sed  b y  different providers so  b u y  the cheapest serv ice  rather than one o f  value  
(H opkins, 1998). Thus the con cep t o f  health  prom otion  is popular in  m any corporations 
but there’s little concern on the part o f  sponsorin g  firm s for m easuring the e ffec tiv en ess o f  
their program m es particularly w hether it is cost e ffec tive  (K atzm an and Sm ith, 1989). 
H ow ever, w h ile  som e studies m ay ind eed  m easure e ffec tiv en ess in  term s o f  reduction in  
costs, others lo o k  as the e ffec tiv en ess w ith  respect to sym ptom  reduction. S om e studies 
still prim arily focu s on reduction o f  s ick n ess lev e ls  as an indicator o f  sym p tom  reduction  
as this offers the opportunity for m aking clearer m onetary sav in g  statem ents.
T o exam ine the co st e ffec tiv en ess o f  E A P s, the role o f  E A P s has to b e  put into context. It 
w as said, for exam p le, in  2 0 0 7  to 2 0 0 8 , that in Britain w ork related stress accounted  for 
over a third o f  all n ew  in cid en ces o f  ill health; that each case  o f  w ork  related stress, 
depression  or an xiety  related ill health lead to an average o f  3 0 .6  w ork ing  days lost and 
that 13.5 m illio n  w ork ing  days/year w ere lo st due to stress co stin g  approx £4b n  (H SE, 
2 0 0 9 ). The annual co st o f  replacing em p lo y ees under perform ing due to stress w as  
estim ated in  1988 at £3bn, or over £ 1 0 0  on  average per m em ber o f  B rita in’s w orkforce  
(C B I C onference, 1992). The annual co st o f  sick n ess absence caused  b y  a lcoh ol abuse w as 
estim ated in  1989 at £7 0 0 m  equivalent to about £23 per m em ber o f  Britain w orkforce  
(D ep t o f  H ealth, 1993 in C BI C onference n otes, 1993). Further it w as estim ated  that stress- 
related sick  leave  w as costin g  the U K  eco n o m y  £93  b illio n  every  year (T he M ental H ealth  
Foundation, 2 0 0 5 ). T he annual cost o f  m ental health problem s to British industry w as  
estim ated in 1992 at £ 3 .5 B n  or about £ 1 1 7  on  average per m em ber o f  B rita in’s w orkforce  
(M IN D , 1993). K eam s (1 9 8 6 ) has su ggested  that up to 60%  o f  all w ork  absence is caused  
b y  stress-related disorders (and o f  that, 71%  o f  the stress is seen  as w ork  related {C ooper  
and D avid son , 1 9 8 2 }).
For som e an E A P  su ccess rate can b e  m easured b y  num ber o f  c lien ts x  average salary x  % 
o f  jo b  deterioration x  su ccess rate o f  80%  =  cost e ffec tiv en ess (A h n  and Karris (1 9 8 9 ) (the 
80%  w as probably som ew hat over op tim istic). T his assum es eq u ivalen t d istribution o f  
salary rates and all problem s are w eig h ted  the sam e. B y  not recogn isin g  d ifferen ce, critical 
factor are lost. A h n  and Karris a lso  exam in ed  the cost benefits b y  taking into account the 
severity  o f  the problem s. So som e em ployers b e liev e  that it is less co stly  to id en tify  and
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deal w ith  problem s early than to a llow  these to run unchecked . E A P  costin g  £33  per  
person  per year w ou ld  o n ly  n eed  to save 4.9%  o f  cost o f  sick n ess i f  ab sen teeism  is costin g  
them  £ 6 7 2  at an average o f  4  days sick n ess per year on an average salary o f  £ 2 4 ,0 0 0  
(G am m ie, 1997). O verall, M asi (1984) estim ated that “EA Ps average a 3:1 return on the 
dollar”; others g ive  sim ilar ratios o f  2.7:1 (Klarreich et al, 1987) or 1.5: 1 (Bruhnsen, 1989) or 
2:1 (D ainas and M arks, 2000) or at least 1:1 i.e. paying for itse lf  (B laze-T em ple and H ow at, 
1997). Thus, a rev iew  39 EA P cost evaluations published in 1990 gave cost-benefit rations 
ranging from  cost neutral to 7:1 (C siem ik, 2004). Other studies sh ow ed  that there w ere som e  
w h o have not reported savings w ith  the use o f  E A Ps e.g ., M cC lellan ’s (1989) evaluation o f  
the O hio State E A P found no reduction o f  health insurance costs, sickness or em ployee  
turnover. M asi and G o f f s  (1987) evaluation o f  an em ployee cou n sellin g  service program for 
the U S  Departm ent o f  H ealth u sed  three different evaluation m ethods (process, im pact and  
outcom e evaluation m ethods) and found reductions in costs in terms o f  sick  leave, leave  
w ithout pay, adm inistrative leave and absence w ithout leave. Feldm an’s (1991) evaluation o f  
the EA P for General M otors reported that the program saved the com pany $37  m illion  per 
year. The Paul R evere L ife Insurance C om pany also reported m aking a saving o f  $4 .23 for 
every dollar spent on its EA P program (Intindola, 1991). The d ifficu lty  w ith  cost evaluation  
is that the m ajority (98% ) in a survey o f  E A P directors in the U S A  believed  that EA P  
produced m oderate to high cost-savings but on ly  40%  collected  any cost saving data 
(H outs,1991).
W hen  se llin g  an E A P , the argum ents put forw ard w ere often  around that the serv ice  is cost  
e ffec tiv e  in  term s o f  the benefits it m ay provide to the personnel in  term s o f, for exam ple, 
their occupational health. T he d ifficu lties are around finding to o ls  w h ich  w ill  provide  
acceptable econ om ic  m easures o f  costs and the sav in gs accrued b y  p rovid ing therapy to the 
em p loyees. H ow ever  it does seem  that studies that carry out rigorous exam inations o f  the 
eco n o m ics in v o lv ed  seem  to sh ow  that w ork  p lace cou n sellin g  v ia  E A P s, pay for 
th em selves in  term s o f  the sav ings generated for the em ployers, e sp ec ia lly  external 
providers, but h igher cost E A P s w ou ld  seem  to provide a m ore a ccessib le  serv ice  sh ow n  
b y h igher u tilization  rates w h ich  w ou ld  seem  to su ggest that they  w ere m ore c o s t-e ffec t iv e  
(B rody, 1988; C ollin s, 1998; Straussner, 1988). B ut one o f  the m o st ob v iou s m easures o f  
the e ffec tiv en ess  w ou ld  be to exam ine i f  the serv ice  w as e ffec tiv e  in reducing sick n ess  
lev e ls , as a reduction in  this w ou ld , theoretically , provide a cost sav in g  to the organisation  
in  the proportionate increase in  productivity.
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2.8 Reduction in sickness levels
E A P s are said  to produce 30-60%  few er accidents; 33%  - 52%  decrease in  sick  days or 
43% - 50%  reduction in  absenteeism  in the U S A  (Jerrell and R ightm yer, 1982). There is 
som e d ifficu lty  w h en  com paring E A P s in  U S A , as different E A P s have different goals and  
therefore different ou tcom e m easures (K urtz, G oogin s and H ow ard, 1984). The problem  is 
that very  little research results into E A P are from  experim ents that w ere truly experim ental 
w ith  control groups and random  assign m en t o f  em p loyees to treatm ent (K urtz et al, 1984; 
R om an and Trice, 1976; W illiam s and Tram ontana, 1976).
H ow ever, a num ber o f  studies seem  to ind icate that E A P s are e ffec tiv e  in  reducing  
sick n ess lev e ls  (C handler et all, 1988; C ooper and Sadri, 1991; E llio t and W illiam s, 2002; 
G am  et al, 1986; G ersons et al, 2000; G oss and M eam s, 1997; G uppy and M arsden, 1997; 
M itch ie, 1997; N ad olsk i and Sandonato, 1987; R ost et al, 2004; R ost et al, 2005; S e lv ik  et 
al, 2004; V an der K link  et al, 2 0 0 3 ). S o m e exam in ed  the reduction o f  absenteeism  and 
turnover (A hn and Karris, 1989; B laze-T em p le  and H ow at, 1997; Bruhnsen, 1989; 
K larreich et al, 1987). T hese studies gen erally  found that sick n ess absence rates in  
em p loyees seek in g  cou n sellin g  w ere m uch  higher than rates in  m atched sam ples o f  
em p loyees in  the m onths prior to entering cou n sellin g . T yp ica lly , cou n sellin g  reduced  
sick n ess absence b y  20%  to 60%  w ith  these ga ins b ein g  m aintained over a one year period. 
H ow ever, the sick n ess absence rates o f  the c lien t population rem ained sligh tly  h igher than 
those o f  m atched control em p loyees, fo llo w in g  cou n sellin g . B ut as m any o f  these studies 
w ere in U S A  or A ustralia  the results perhaps h ave lim ited  va lu e in a U K  context, as EA P  
cou n sellin g  serv ices in  the U K  d iffer in  focu s and structure to those in the U S A  and the 
cost o f  m edical insurance is a factor in  the m easurem ent o f  co st e ffec tiv en ess  in  the States 
but is not an issu e  in  this country.
B ut in the U K , C ooper et al (1 9 9 0 ) d id find that sick n ess absences and days o f f  both w ere  
reduced sign ifican tly  in  a study in v o lv in g  a large public  sector service. In another study  
b y C ooper and Sadri, (1 9 9 1 ) they found ab sen ce rem ained constant for the control groups 
but reduced b y  m ore than h a lf  in the c lien t group. G oss and M eam s (1 9 9 7 ) found that 
sick n ess absence for s ix  m onth period  fo llo w in g  cou n sellin g  had im proved  b y  62% . 
M itch ie (1 9 9 6 ) found 44%  im provem ent in ab senteeism , w h ilst in W orrall’s (1 9 9 9 ) study  
found on ly  m oderate reductions in  sick n ess lev e ls  and GP v isits . Interestingly R ost et al 
(2 0 0 5 ) found that those w h o received  psychotherapy on ly  reported 26%  reduction in  
absenteeism  w h ile  th ose on  m edication  or a com b in ation  o f  m ed ication  and psychotherapy  
sh ow ed  m inim al decrease in sick n ess lev e ls . W h ile  generally  speaking the results into the
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e ffec tiv en ess o f  w orkplace cou n se llin g  seem  to com pare w e ll w ith  those carried out in  
other settings, Lam bert and B ergin  (1 9 9 4 ) com m en ted  that som e o f  the m ost substantial 
changes that have b een  recorded in the area o f  behaviour w ere reductions in sick n ess lev e ls  
rather than changes in  reporting sym ptom s.
H ow ever, Saroja et al (1 9 9 9 ) su ggested  that p sy ch o lo g ica l help has d ifferin g  a ffects on  
short-term  and long-term  absenteeism . T he d ifficu lty  here w as that it w as not clear about 
the type o f  interventions u sed  and h o w  w illin g  the subject m ight have been . T his problem  
w ith  respect to com parisons o f  treatm ents m ay account for som e studies producing  
op p osite  effects. T hus, M acdonald , L othian and W ells  (1 9 9 7 ) found that w h ile  69%  E A P  
users report their quality  o f  life  had im proved  and 46%  said their w ork perform ance had  
gon e up, their s ick n ess lev e ls  a lso  rose as com pared w ith  a control group. In A lk er’s study  
(2 0 0 0 ), u sin g  a sm all population , found that sickness absences increased p ost cou n sellin g . 
R eyn old s (1 9 9 7 ) found  80%  sh ow ed  sign ifican t im provem ent after cou n se llin g  in  
depression  sca les but no changes in  ab senteeism  or job  satisfaction. H igh ley-M arch ington  
and C ooper (1 9 9 8 ) found that w e ll-b e in g  im proved  in cou n sellin g  group but there w as no  
im provem ent or reduction in sick n ess absen ce/even ts as com pared w ith  the control group. 
It is perhaps w e ll to consider that the sick n ess lev e ls  o f  those com in g  for co u n se llin g  
w ou ld  tend to be h igher than any control or norm ative group (i.e . as com pared w ith  the 
general population w h ich  the cou n se llin g  sam ple w ere com in g  from ) (M cL eod , 2001  and  
2 0 0 7 ). Further, it m ay be that m easuring reduction in  sick n ess absence is  not a very  g o o d  
m ethod  for m easuring the e ffec tiv en ess o f  an E A P serv ice , as for a start, it does not take 
into account the con cep t o f  ‘p resen teeism ’ w here a w orker m ay  stay at w ork  but their 
productivity is lo w  due to stress and its related p sy ch o lo g ica l problem s. Thus m easuring  
p sy ch o lo g ica l change w ou ld  perhaps be seen  as a better m ethod for sh ow in g  the 
e ffec tiv en ess o f  the b r ie f therapy w ith in  the E A P  service.
2.9 Effectiveness with respect to psychological change
M any studies sh ow  sign ifican t satisfaction  w ith  respect to p erceived  b en efit from  E A P e.g . 
im proved w ork perform ance or help ed  them  w ith  their concerns and w ou ld  recom m en d it 
to others (e .g . M cC lellan , 1989; Park, 1992). H ow ever, the m ore im portant qu estion  w ith  
respect to w ork p lace cou n sellin g  is not so m uch w hether it is found to be help fu l, as the  
above studies seem  to sh ow  that m ost o f  the EA P clien ts do find it help fu l in som e w ay , 
but w hat does it w ork  b est w ith . S om e studies have sh ow n  that w ork-related co u n se llin g  
can have a p o sitiv e  im pact on  p sy ch o lo g ica l sym ptom s (e .g ., Firth and Shapiro, 1986; 
Gardner et al, 2000; Harris et al, 2002; S e lv ik  et al, 2 0 0 4 ,) . Barkham  et al (1 9 9 9 ) u sin g  a
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tw o plus one approach on  116 c lien ts, w h ere they received  tw o  sess io n s one w e e k  apart 
and another 3 m onths later, seem  to sh o w  that the therapy w as e ffec tiv e  for all groups and  
at one year fo llo w -u p , c lin ica lly  s ign ifican t im provem ents w ere found in 67%  o f  the 
stressed clients, 72%  o f  the su b -clin ica l c lien ts and 65%  o f  the lo w -lev e l c lin ica lly  
depressed clients. It is interesting to n ote that it is not clear w h eth er the im provem ents  
w ere im m ediate and m aintained in  the year fo llow -u p  or that a year o f  con so lid ation  w as  
n eeded  to register the im provem ents.
Barkham  et a l’s study a lso  noted  that one form  o f  the intervention did not produce any  
m ore effec tiv e  resu lts than another form  o f  therapy (e .g . p sych od yn am ic  v. interpersonal) 
(see  also Shapiro and Firth, 1987; Shapiro et al, 1994). This is seen  as im portant as m an y  
studies includin g th is present one, m ay  u se  a variety o f  cou n cillors w ho m ay have been  
trained b y  d evotees o f  d iffering sch o o ls  o f  therapy. Further, other studies have sh ow n  that 
w h ile  therapist’s theoretical bases m ay  be very  different, there is a great d ifferen ce  
betw een  w hat they sa y  they do and w hat th ey  actually  do, and w hat they actually  do m ay  
not be that different (Lam bert, Shapiro and B ergin , 1986; S tiles, Shapiro and E llio t, 1986). 
It is o f  som e interest, how ever, that the study that reported b y  far the h igh est rate o f  
effectiven ess (G ersons et al, 2 0 0 0 ) d ev e lo p ed  a treatment pack age that w as d esign ed  to 
m eet the needs o f  a sp ec ific  group o f  c lien ts and w hich  drew  upon several theoretical 
traditions.
N otw ithstanding this, and ack n ow led g in g  the above studies sh o w in g  the p ositive  im pact on  
p sych o log ica l health, it is m ore im portant to know  w ith  w hat sp ec ific  p sy ch o lo g ica l 
problem s does b r ie f  therapy through an E A P serv ice  w ork best w ith .
2.10 Changes in depression, anxiety and levels of self-esteem
V arious rev iew s o f  E A P provision  sh ow  that there is  enough ev id en ce  to su ggest that E A P  
cou n sellin g  can c la im  a reasonable le v e l o f  e ffec tiv en ess in a ssistin g  c lients to deal w ith  
stress, anxiety  and depression  (C siem ik , 20 0 4 ; D eG root and K iker, 2003; M cL eod , 2 0 0 1 ).  
C ooper et al, (1 9 9 0 ) found that th ose co m in g  for cou n sellin g  at intake had scores for 
anxiety, depression  and som atic com plain ts at lev e ls  m uch h igher than a norm ative sam ple  
o f  U K  workers and at p ost cou n sellin g , th ese  clients sh ow ed  sign ifican t im provem ent in  
these problem s and a lso  in  their le v e ls  o f  se lf-esteem .
C ooper and Sadri, (1 9 9 1 ) also found  60%  o f  the clients seek in g  cou n se llin g  sh ow ed  
sign ificant im provem ents, w hich  in cluded  p ositive  changes in  an x iety /d ep ression  and
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health behaviour (e .g . u se  o f  a lcoh o l and co ffee). M itch ie  (1 9 9 6 ) found sign ifican t  
im provem ents in  anxiety  and d ep ression  w ith  c lients treated w ith  stress m anagem ent 
cou n sellin g . Parry, Shapiro and Firth (1 9 8 6 ) saw  from  their study that a group w h o  did not 
take up the o ffer  o f  co u n se llin g  but k n ew  it w as on offer, im proved in m ental health and  
som atic sym p tom s, but this cou ld  have b een  explained  b y  the im provem ent o f  th ose  w h o  
w ere m ore d ep ressed  in  the group and w h o received  cou n sellin g  returning in  a better  
p o sitiv e  state and in flu en cin g  the m ood  o f  the group. B ut th ose in a control group w h o  
w ere not o ffered  cou n sellin g  deteriorated in  m ental health over the sam e tim e period. 
Sprang (1 9 9 2 ) com pared those w h o  stayed w ith  the cou n sellin g  and those w h o  dropped  
out, both  started w ith  sim ilar scores but those w h o received  cou n sellin g  im prove in the 
m easures for d ep ression  (B D I) to w ith in  the norm al range. T he d ifficu lty  w as that it w as  
not apparent i f  the “control” group w as exam ined  after the treatm ent period for the other 
group. G oss and M eam s (1 9 9 7 ) reported 65%  o f  their cohort had im proved  w ith  
cou n sellin g . There w as a sign ifican t p o sitiv e  change in  se lf-esteem  im proved  b y  62%  in  
the 6 m onths fo llo w in g  cou n sellin g . Problem s are that the study w as based  on  client 
satisfaction  resp on ses and not on  w hat had changed other than se lf-esteem  m easures and  
that m any c lien ts d id not com p lete  the questionnaires. A  num ber o f  studies reported  
p ositive  ou tcom es in  relation to the im pact o f  w orkplace cou n se llin g  on d ep ression  and 
anxiety  (Barkham  et al, 1999; Harris et al, 2002; G rim e, 2004; Hargrave and H iatt, 2004;  
Iw i et al, 1998; R eyn old s, 1997; Shapiro et al, 1990; Sprang, 1992), though Steenberger  
(1 9 9 2 ) found poor results w ith  respect to p ositive  changes in  depression. W hereas, 
R eyn old s (1 9 9 7 ) found 80%  sh o w ed  sign ificant im provem ent after co u n se llin g  in  
depression  sca les and m ore im portantly som e have found that the im provem ents in  
relations to d ep ressive  sym ptom s w ere m aintained after one or tw o years (Barkham  et al, 
1999 {m ore so  w ith  cogn itive-b eh aviou ral intervention}; Shapiro and F irth-C ozens, 1990). 
T he question  then is w hether, i f  w ork  p lace cou n sellin g  (E A P s) reduces such  things as 
depression  and anxiety , do these p o sitiv e  changes have a direct effect on the em p lo y e e s ’ 
jo b  satisfaction  and/or w ork perform ance?
2.11 Changes in job satisfaction/performance
It w ou ld  seem  that the hopes o f  m an y  E A P s that they w o u ld  facilitate better w ork  
perform ance b y  in creasing job  satisfaction  do not seem  to be m et. For exam p le, as 
su ggested  ab ove, R eyn old s (1 9 9 7 ) found 80%  sh ow ed  sign ifican t im provem ent after 
cou n sellin g  in  depression  sca les but no  changes job  satisfaction . C ooper et al, (1 9 9 0 ) a lso  
found no change in  job  satisfaction  and a sign ificant decrease in  organisational 
com m itm ent, (p o ssib ly  in k eep in g  w ith  present govern m en t’s cam paign for w ork /life
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balance w h ere the w orkers m ay have d iscovered  the im portance o f  other priorities in  their 
liv es  in  order to m aintain a balance b etw een  their private liv es  and their w ork). O thers also  
found no change in  jo b  satisfaction , (e .g . H ig h ley  and C ooper, 1995; H igh ley-M arch in gton  
and C ooper, 1998; Iw i et al, 1998; K alleberg and L o so cco , 1983; M acdonald  et al, 1997; 
M illar, 2002; M itch ie , 1996; P hilips, 2004; Q uinn et al, 1974; R eyn old s, 1997; W h elan  et 
al, 2 0 0 2 ). T h ese  last tw o studies had an over representation o f  a younger w ork  force (25 -  
4 0 ) w h o , it w as reflected , m ight be exp ected  to have m ore job  d issatisfaction . H igh ley -  
M archington and C ooper, found no  sign ifican t d ifferen ces b etw een  pre- and p o st scores in  
jo b  satisfaction , and this did not alter in  the fo llow -u p . H ow ever, o n ly  58%  o f  the sam ple  
com pleted  p o st-cou n se llin g  questionnaires and o n ly  16% responded for the fo llow -u p . 
Thus m an y o f  the studies seem  to sh ow s no lin k  betw een  E A P and jo b  satisfaction . 
N everth eless, W orrall, (1 9 9 9 ) did find  sign ifican t d ifference in  w ork fu n ction in g , but o f  
course the qu estion  that needs to be asked is, ‘D o  im provem ents in w ork  function ing  
equate w ith  im provem ents in  jo b  satisfaction  or is th is, a com p lete ly  d ifferent m easu re?’ 
Firth and Shapiro (1 9 8 6 ) found 60  per cent o f  their researched c lien ts im proved  
sign ifican tly  on w ork related factors. O ne im portant w ork  related factor that c lien ts w ou ld  
need  help  in reducing w ou ld  be to do w ith  w ork stress.
2.12 Reduction in stress
O ne o f  the b asic  tenants o f  the p rov ision  o f  E A P cou n sellin g  serv ices is  that it can help  
em p loyees learn to deal w ith  stress m ore e ffec tiv e ly  and to therefore fe e l le ss  stressed. 
H ow ever, som e research su ggests that this m ay not b e the case. H igh ley-M arch in gton  and 
C ooper, (1 9 9 8 ) found no sign ifican t d ifferences b etw een  the pre and p o st w ork  stress  
scores and that this did not alter in  the fo llow -u p  (a lso  C ooper et al, 1990). Iw i et al (1 9 9 8 )  
also  found no  change w ith  their m easure o f  stress. H ow ever, the S h effie ld  stud ies did tend  
to sh ow  im provem ents in  stress, but these studies, lik e  m any others, suffer from  the lack  o f  
controls groups arising out o f  the eth ical issu es that having control groups m igh t present 
(Barkham  and Shapiro, 1990; Barkham  et al, 1999; Shapiro et al, 1990). G ray-T oft (1 9 8 0 )  
found m od est but statistically  sign ifican t changes in  the total stress. But th is study did not 
carry out any fo llow -u p  so it is not clear w hether this change w as sustained  over tim e. 
M eier (2 0 0 2 ) found no sign ifican t changes in  O SI scores (O ccupational Stress Indicator). 
T he rev iew  o f  48  studies carried out b y  V an  der K linket al, (2001  and 2 0 0 3 )  found that 
individual-orientated interventions w ere e ffec tiv e , and w ere m ore e ffec tiv e  than  
organ ization al-level stress reduction program m es. Increase in  total stress w as related to 
reduction in  satisfaction  w ith  co-w orkers and d om estic  stress w as associa ted  w ith  
reduction in  job  satisfaction , (Ram anathan, 1990).
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S o m e organizations have sought to reduce stress b y  h avin g  enhanced lev e ls  o f  stress 
m anagem ent u sin g  a system  w id e  h o listic  approach in v o lv in g  4  stages: 1. a stress audit; 2. 
R eco g n itio n  o f  the location s o f  stress; 3. Training; and 4 . E valuation  (M cH u gh  and 
B rennan, 1992). S tress m anagem ent program s have b een  seen  b y  em ployers and  
em p lo y ees  as the h igh est program  priority, but m any packaged  program s do n ot seem  to be  
co st or health e ffec tiv e  (P elletier  and Lutz, 1988). 1 in  9 on ly  reported objective
evaluation  ev id en ce  o f  im proved  stress m anagem ent b y  em p loyees. T his su ggests  
in d iv id u alised  program s w ith  targeted participants are m ore e ffec tiv e  than packaged  
w ork site  program s (S te ffy  et al, 1986). Further, a reduction in  stress, it is  su ggested  w ill  
lead  to better m ental health  and general w ell-b ein g .
2.13 Improvements in mental health and ‘Well-being’
H ighley-M arch ington  and C ooper (1 9 9 8 ) and H igh ley  and C ooper (1 9 9 5 ) found  sign ificant 
differen ces b etw een  pre-post score for m ental and ph ysica l health and w ell-b e in g , and this 
persisted  at fo llow -u p  as com pared w ith  the control groups. W orrall (1 9 9 9 ) a lso  found this 
in that 46%  had sign ifican tly  changed  w ith  respect to their w ell-b e in g  and m ental health. 
In another study b y  C ooper and Sadri (1 9 9 1 ) 60%  o f  the c lients seek in g  cou n sellin g  
sh o w ed  a sign ifican t im provem ent in  m ental health, and w h ich  included p o sitiv e  changes  
in health behaviour (e .g . use o f  a lcoh ol). M acdonald , Lothian and W ells  (1 9 9 7 ) found that 
69%  E A P  users report their quality  o f  life  had im proved and Firth and Shapiro (1 9 8 6 ) also  
found that 60 per cent c lients im proved sign ifican tly  in m ental health, w ith  sign ificant  
p o sitiv e  changes in anxiety, som atic  sym ptom s and depression. A ll the ab ove research  
seem s to indicate that E A P  cou n se llin g  produces changes in sym ptom  r e lie f  and sen se o f  
w ell-b e in g  and not in changes in so c ia l/life  function ing including w ork perform ance. The  
issu e  here m ay b e that w h ile  such things as w ork satisfaction  m ay not im prove the c lien t’s 
jo b  satisfaction , it m ay  be able to im prove on their m ental health b y  reducing their 
perception  o f  the stressors i.e. their experience o f  stress b y  changes in  their cop in g  
strategies.
2.14 Improvements in coping strategies
It is o f  interest to note that m uch o f  the w ork in vo lved  in  b r ie f therapy particularly that
w h ich  is offered  w ith in  E A P s, concentrates on help in g  clien ts lo o k  at w a y s they  think
about a particular situation or problem  and getting them  to try to p erceive  it d ifferently
(C ogn itive  B ehaviour Therapy {C B T }) and/or to take m ore appropriate actions to reso lve
the problem /problem s (solu tion /prob lem  focu ssed  therapy). In other w ords, b r ie f  therapy
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aim s to help c lien ts lo o k  at and change, their cop in g  strategies, for d ea lin g  w ith  stress, yet  
there seem s to have been  little interest in  exam in in g  the c lien ts’ changes in cop in g  
strategies w ith in  the research around E A P s. T he reasons m ay lie  in  the d ifficu lties in  
fin d in g  u sefu l too ls w ith  w h ich  to exam in e this, and this in  turn m ay  be b ecau se it has been  
d ifficu lt to date to find agreem ent w ith  respect to defin ing  the con cep t o f  coping.
C op in g  w ith  d ifficu lties m ay  include a variety  o f  actions and thoughts to deal w ith  d iverse  
person-environm ent interactions. C oping  is  not seen  as a h om ogen eou s con cep t but has to 
be seen  in term s o f  strategies in v o lv in g  tactics, response cogn ition s or behaviour and can  
be n oticed  in trosp ectively  b y  observation. Individuals m ay favour particular w ays o f  
cop in g  w ith  fam iliar situations (learnt resp on ses) and m ay endeavour to u se  those w ays  
even  in less  fam iliar or unfam iliar situations as b ein g  the response too ls  they  have in their 
repertoire. B ut these learnt w ays m ay  b eco m e a problem  w hen they are no longer serving  
the individual w e ll or at all. Then in  the nature o f  b e in g  creatures that are required to learn, 
adapt and change to survive, the individual n eed s to learn n ew  w ays to cope w ith  n ovel 
situations. For som e, this m ay b e  d ifficu lt and h ence m ay n eed  the help  o f  a therapist. 
Thus cop in g  in v o lv es  learnt m od els/strateg ies, perceptions o f  the situation  and cop in g  
efforts. This in v o lv es  m u lti-level p rocessin g  and therefore needs m u lti-leve l instrum ents to 
m easure it (L aux and W eber, 1993; Perrez and R eicherts, 1992).
H ow ever, to research into cop in g  strategies there is a need to try to d efin e the concept. 
Lazarus (1 9 9 1 ) defined  it as, ‘cogn itive  and behavioural efforts to m anage sp ec ific  external 
or internal dem ands (and con flicts b etw een  them ) that are appraised as taxing or exceed in g  
the resources o f  a p erson ’. H ow ever  Lazarus noted that it w as som ew h at d ifficu lt to 
distingu ish  b etw een  cogn itive  appraisal o f  a situation and cop ing , as h e observed , ‘cop in g  
refers to w hat a person thinks or d oes to try to m anage an em otion al encounter and  
appraisal is an evaluation  o f  w hat m ight be thought or done in that encounter’, and this 
v ie w  is in  support o f  h is perception  that cop in g  relates to transactional p h en om en olog ica l 
stress theory, i.e. a p erso n ’s exp erien ce o f  stress is not n ecessarily  in  the situation its e lf  but 
in their perceptions and p rocessin g  o f  that situation. Thus, a situation m ay be stressful for 
one person but m anageable or enjoyable to another (e .g . riding a roller-coaster!). Further, 
cop in g , as such, m ay n eed  to be separated from  cop in g  resources, but this m ay be d ifficu lt 
as, for exam ple, cop in g  strategies m ay b e dependent on resources availab le, such as the 
availab ility  o f  so c ia l netw orks/supports. Therapy m ay in v o lv e  therefore, focu ssin g  on, not 
on ly  the cop in g  strategies, but h elp in g  the client expand on their resources.
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T he issu e  here is that cop in g  is a com p lex  concept, and therefore it seem s, has been  
d ifficu lt for researchers to find an agreed to o l for m easuring it. M an y o f  the m ore helpfu l 
to o ls  have their roots in  the concept o f  cop in g  that w as form ulated b y  Lazarus and 
F olkm an (1 9 8 4 ), w h o  discrim inated b etw een  problem  focu ssed  (action  centred, often  the 
focu s o f  so lu tion  fo cu ssed  therapy) and em otion -focu sed  (strategies w h ich  do n ot change  
the actual situation  but assign  n ew  m ean in g  to it, not p assive  but require internal 
restructuring and m ay  take som e effort, o ften  the focu s o f  cogn itive  behaviour therapy).
F o llo w in g  Lazarus and F olkm an there have b een  m any attem pts to con cep tu a lise  cop ing  
d im en sion s in order to find som e form  o f  p sych om etric testing. O ften this in vo lved  
d ev isin g  factors (q u estion s) and then from  the data grouping them  into categories and sub­
categories o f  resp on ses through factor analyses. E xam ples o f  these are: K lauer, F ilipp  and 
Ferring (1 9 8 9 ) w h o form ulated eight cop in g  strategies w ith three m ain  categories o f  focus  
o f  attention, soc iab ility  and response leve l, all w ith  subcategories; the M iller B ehavioural 
S tyle  Scale; M onitoring  and B lunting, w ith  e igh t cop in g  responses (M iller, 1987; M iller, 
C om bs and Kraus, 1993) and K rohne’s tw o d im en sion al cop ing  strategies o f  v ig ila n ce  and 
cogn itive  avoidance (K rohne, Schum acher and E g lo ff, 1992; K rohne, 1993). H ow ever, 
prior to these Lazarus, B illin g s and M oos u sed  the concepts o f  problem  fo cu sed  and 
em otion  focu sed  cop in g  instead o f  ‘fu n ction ’ and form ulated three form s; appraisal 
focused; problem  fo cu sed  (inform ation seek in g  and problem  so lv in g); em otion  focu sed  
(a ffectiv e  regulation  and em otion al d ischarge) (B illin g s  and M o o s, 1981). Carver et al 
(1 9 8 9 ) u sed  a sim ilar orientation but felt the concepts o f  problem  and em otion  fo c i as 
b ein g  too sim p le  and added therefore fiv e  su bcategories to each. T his w as seen  as m ore  
rational but w as not validated  b y  factor analyses. H ow ever, the last tw o seem ed  to 
conform  to the current m easures but w ere seen  as h avin g  em p irica lly  too m any internal 
in con sisten cies (Schw arzer and Schwarzer, 1996).
Thus over the last tw en ty  years various sca les have b een  form ulated to try to find a w a y  o f  
m easuring coping. Lasarus form ulated the ‘W ays o f  C op in g’ questionnaire, w ith  8 sca les  
but this w as seen  as having  the general problem  that cop in g  m easures change from  stressor  
to stressor and sam p le to  sam ple as it did not reso lve  the personal perception  d ifferences  
and situational issu es (Parker and Endler, 1992). Thus M cC rae and C osta (1 9 8 6 ) favoured  
a situ ation a l-sp ecific  approach producing 28 sca les w here they  tried to address the 
relationship  b etw een  cop in g  and cop in g  appraisal, but their sca le  suffered  from  
m eth od olog ica l lim itations in that b ein g  situationally  sp ecific  it w o u ld  not b e adaptable to 
the w id e  range o f  situations n eed in g  to be exam in ed  in the real w orld.
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M an y o f  the other m easures seem ed  to b eg in  to focu s on  sim ilar areas so  h en ce reflect a 
con sen su s o f  the facets o f  coping. For exam ple, the C oping Strategy Indicator (Am irkhan,
1990) found three factors o f  problem  so lv in g , seek in g  support and avoidance. This w as  
found not to be theoretica lly  or em pirica lly  con v in cin g . L ife  S ituations Inventory (F eife l  
and Strack, 1989), but this w as not seen  as b e in g  u sefu l, as indicated  above, as in real life  
stressfu l situations do not reflect the in d iv id u al’s perception  or exp erien ce o f  stress and  
thus their cop in g  d ifferen ces. W hat w as n eed ed  w as a m atch in g  o f  situations and 
behaviour w ith  cop in g  sty les. C op in g  Inventory for Stressful S ituations (Endler and Parker, 
1990a, 190b) also u sed  three factors w h ich  w ere task, em otion  and avoidance orientated  
cop in g  strategies w ith  avoidance b e in g  d iv ided  into distraction and socia l d iversion  sca les  
(or avoidance w ithdraw al and avoidance-d istraction  (A ger and M aclaren, 1998). This last 
p o ssib ly  suffered  for b ein g  on ly  d isp osition  orientated and not situation orientated and did  
not have adequate p sychom etric support (Scharzer and Schw arzer, 1996). Thus in sum  all 
the sca les and m easure suffered  trying to reso lve  the co m p lex ity  o f  cop in g  w ith  respect to: 
d isp osition al versus situational com p lex ity  in  cop in g  assessm ent; rea l-life  versus 
hypothetical scenarios d esign  m ethods; m u lti-d im en sion ality  versus h ierarchy m od ellin g  
and socia l versus n on -socia l constructs o f  the con cep t o f  cop ing . (F ilipp  et al, 1993; Klauer 
et al, 1989).
N otw ithstanding  these prob lem s, as su ggested  ab ove, the therapist’s w ork  in  the b r ie f  
therapy offered  w ith in  an E A P w ill, m ore often  than not, fo cu ses on facilitating the c lien t’s 
ab ility  to change their cop in g  strategies for d ea lin g  w ith  their stresses particularly w ith  
respect to that w h ich  they  exp erien ce w ith in  their jo b s. Thus it w as fe lt im portant to 
exam in e the changes in  cop in g  strategies u sed  b y  the clients as a result o f  the therapy and  
h o w  these changes reflect on their experience o f  stress, anxiety, d epression  or general 
m ental health as it has b een  found, for exam ple, that problem  so lv in g  cop in g  strategies are 
a sign ifican t negative predictor o f  both an xiety  and depression  (Sprangenberg and 
C am pbell, 1999). A lso , C heesem an  (1 9 9 6 ) in a sm all study, found  that there w ere p ositive  
changes in relationship problem s and cop in g  strategies, particularly w ith  respect to the use  
o f  soc ia l support and rational reflection . H o w ev er  this study m ust b e v iew ed  w ith  
reservation b ecause o f  the h igh  num ber o f  c lien ts w h o  did not respond to feedback  
questionnaire. In another study 74%  felt cou n sellin g  had not reso lved  the problem  but had  
help ed  them  to cop e w ith  it better (H ig h ley  and C ooper, 1995). A lker (2 0 0 0 ) found on ly  a 
m arginal sh ift in the cop in g  m ech an ism s in  the direction o f  a m ore pro-active cop in g  
strategy. It seem s that a rela tively  sm all num ber in the study felt cou n sellin g  had helped  to
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so lv e  their problem s (15% ) but 76%  felt that w h ile  the problem  had not b een  reso lved  they  
cou ld  cop e w ith  it m uch better. In one study, em p loyees w h o  had received  help  w ith  
learning different cop in g  strategies in v o lv in g  stress m anagem ent and life sty le  issu es w ere  
h elp ed  to return to w ork sooner and had le ss  recurrences o f  sick n ess absence (V an  der 
K link  et al, 2 0 0 3 ). Subjects w ith  d efic ien t soc ia l netw orks w ere found lik e ly  to experience  
events m ore stressfu lly  than th ose w ith  h igh  so c ia l support netw orks, (M aynard, 1986; V an  
D ierendonck  et al, 1998). U sin g  socia l netw orks as a cop ing  strategy as sh o w n  in  this last 
study, rather underlines the relationship b etw een  the experiences o f  stress and cop in g  
strategies.
Thus it can b e seen  that the exam ination  o f  cop in g  strategies is  im portant in  researching the  
effec tiv en ess  o f  the b r ie f therapy w ith in  E A P s but it is hard to find a too l that m eets all the  
requirem ents o f  research and has em pirical and face valid ity. T he sca le  m easuring cop in g  
strategies u sed  in this study w as taken from  a large study on stress am on gst health w orkers 
and w as derive from  the b asic  structure as form ulated b y  Lazarus and Folkm an. B ut this 
sca le  form ulated s ix  factors (rational actions; palliative response; soc ia l support; 
depressive, em otive and p assive  resp on ses) as derived from factor an alysis, and it focu sed  
on  responses as op p osed  to appraisal in  order to m easure the change process (H am m ond et 
al, 1992). T he appraisal o f  the situation can be seen  as b ein g  addressed v ia  the 
respondents’ subjective responses to the w ork stress m easure (a reduced O SI  
{O ccupational Stress Inventory} sca le). T hough this too l w ill have sim ilar lim itation  to 
those d iscu ssed  about, the reasons for those lim itation  can be seen  both in  the d ifficu lties in  
d efin in g  such a m ultid im ensional concept as cop in g , and therefore in  d esign in g  a too l w ith  
w h ich  to m easure such a concept, but a lso  in  the d ifficu lties that d efin ition  and d esign  
m ake in the m eth od o logy  or application o f  such designs w ith in  research. H ow ever, the  
d ifficu lties or lim itations o f  the design  m od el u sed  in this research are accepted  as part o f  
the conceptual and theoretical m od el that under pins this research so this m od el n o w  needs  
to be clarified.
2.15 Conceptual and theoretical framework of the study
T he d iscu ssion  o f  the literature provided  above, has been  inform ed b y  a set o f  theoretical 
and ep istem olog ica l princip les. T h ese ideas, w h ich  have been  strongly  in flu en ced  b y  the 
w ork  o f  F ishm an (1 9 9 9 ) and P o lk in gh om e (1 9 9 2 ), are b riefly  sum m arised in  this section . 
The approach u sed  for the d evelop m en t o f  the m eth od ology  o f  this research starts from  a 
criticism  m ain ly  o f  the m odernist con cep t o f  lo g ica l p ositiv ism  w h ich  has dom inated m uch
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o f  the sc ien tific  research base and A n g lo -A m erican  p h ilosop h y  sin ce  the 1930s. The  
p osition  taken b y  lo g ica l p o sitiv ism  w as that all k n ow led ge w as to be found in  the basic  
sen sory  experiences and w as linked  to sy m b o lic  and natural sc ien ce . B a sica lly  this 
su ggested  that all sc ien tific  k n ow led ge w o u ld  aid progress in the socia l, p o litica l and 
econ om ic  fields. P ositiv istic  sc ien ce  is based  on  the idea that the truth o f  a statem ent or 
con cep t is the degree to w h ich  it is a correct reflection  o f  the objective external reality  
d efin ed  b y  a few  elegan t d iscoverab le general law s e .g ., N e w to n ’s law s o f  p h ysics, or in  
p sy ch o lo g y  the law s o f  behavioural con d ition in g  (Bandura, 1969; P av lov , 1927; Skinner, 
1953). H ow ever, one o f  the problem s w ith  p o sitiv ism  w as that it v iew ed  or v iew s  
ind ividuals as p a ssiv e  recip ients o f  stim uli w h ich  govern behaviour m ech an istica lly  and  
h en ce there is a denial o f  free-w ill, in tentionality  and hum an purposiven ess. A lthough  
lo g ica l p ositiv ism  w as h ig h ly  influential in Britain and A m erica, in  Europe other v iew s  
w ere d evelop in g  such as existentia l p h ilosop h y  w h ich  focu ssed  on em otion s and 
exp erien ce rather than rationality and ob jectiv ity , and ack n ow led ged  anxieties about 
m o d em  life  rather than the search for certain truth. B ut m ore im portantly in Europe a 
p h ilosop h ica l tradition o f  ‘M eth od olog ica l and Critical h erm eneutics’ w as being  
d evelop ed , w h ich  argued that fact cannot b e separated from  values; and detail from  
con text, observation and theory, that is they  saw  the role o f  interpretation as b ein g  
in tim ately  linked to the va lu es, m orals and id eo lo g ies  o f  society . The natural and hum an  
sc ien ces thus cannot h o ld  a m o n op o ly  o f  the truth w ith  reference to the true nature o f  
behaviour, every  p erspective or so ca lled  tm ths are ju st different g la sses v iew in g  the w orld  
p rovid ing different pictures w h ich  change w h en  the g lasses are changed (F ishm an, 1999; 
Rorty, 1991). Thus, truth does not correspond to objective reality sin ce  reality is in a 
constant state o f  flux.
E xistentia l and critical theory attacks m odernism  as b ein g  dehum anising, den yin g  the roles  
o f  individual freedom s or creativity. T h ese form er theories see  con sciou s exp erien ce as an 
integration o f  em otion s, im p u lse and desires, not as separate entities. T hese theories take a 
v ie w  that b asica lly  all k n ow led ge in v o lv es  an essentia l e lem ent o f  participation o f  the 
ob serv in g  subject (W ilk in son , 2 0 0 9 ), the subject b ein g  the experim enter(s) or 
investigator(s) w h o  cannot m ake statem ents concerning an objective reality as their 
interpretations are lim ited  b y  their sen ses. Thus it is seen  that the ach ievem en t o f  sc ien tific  
k n ow led ge is com p lete ly  and system atica lly  contextual, e .g ., the h istorical con text at the  
tim e o f  the observation, the state o f  the d iscip lin e and the p erceived  p h ilo sop h ies  
concern ing k n ow led ge at the tim e. From  this v ie w  point the goa l o f  sc ien ce  from  the 
m odernist p erspective is severely  lim ited  b y  the p h en om en o log ica l w orld  o f  the
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in d iv id u al’s co n sc io u sn ess and this is  restricted b y  the historical and cultural contexts. 
P ositiv ist-m od ern ist m eth od o log ies are a lso  lim ited  in that they are based  on the concept  
that there are som e basic  sc ien tific  truths or sc ien tific  paradigm s (K uhn, 1962) from  w h ich  
deduced  theoretical princip les or w eb s o f  b e lie fs  can b e derived (F eyerbend, 1975; Q uine, 
1981). B y  contrast, ex isten tia l theory takes a m ore pragm atic perspective.
From  the pragm atist point o f  v ie w  the w orld  con sists o f  un lim ited  variety, change and 
n ovelty , the k n ow led ge  o f  w h ich  con sists o f  con textu ally  lim ited  gu id elin es and not 
general rules, thus em p h asisin g  the tentativeness, fa llib ility  and in com p leten ess o f  any  
k n ow led ge (D ew ey , 1910; Jam es, 1955). Pragm atism  sees no sin g le  underlying  
foundational p erspective that has a unique cla im  on the truth. H ow ever, w h ile  pragm atism , 
particularly pragm atic relativ ism  hold s there is no ultim ate or foundational ob jective  truth, 
as i f  there w as, h o w  w o u ld  anyone k n ow , lim ited  as m an is to h is sen ses, it still ho ld s that 
som e statem ents cou ld  be m ade at certain tim es about certain soc ia l groups, so c ie ties  etc 
from  certain persp ectives that can b e help fu l in m eetin g  hum an n eed s but are not 
statem ents o f  fundam ental reality (R orty, 1979). Thus the pragm atic truth p erspective  
serves to help  us cop e, so lv e  problem s and ach ieve goa ls o f  tod ay’s w orld.
T he d evelop m en t o f  p sy ch o lo g y  is seen  as a progressive accum ulation  o f  m odernist 
k n ow led ge about hum an behaviour (B oring , 1950). P sych o log ists  felt link ing their subject 
to sc ien ce  h elped  in enhancing its public  status and h en ce financial support, so research in  
p sy ch o lo g y  opted  to fo llo w  the sc ien tific  m eth od olog ica l system  o f  research. A cad em ic  
p sy ch o lo g y  fo llo w ed  this m odernistic paradigm  by focu ssin g  on the d iscovery  o f  general 
law s o f  hum an behaviour. T he m odernist assum ed that there is a log ica l and ordered  
universe, and sc ien ce  had o n ly  to d isco v er  the law s govern ing this order. The m odernist 
hoped to produce a b od y o f  k n o w led g e  that w ou ld  provide for prediction and control o f  
hum an behaviour. T hey saw  that underneath the apparent unpredictableness o f  hum an  
behaviour lay  con sisten t law s w h ich  determ ined h o w  hum ans w ou ld  respond to various 
stim uli (e .g . behavioural p sy ch o lo g y ). T he m od ern ists’ search for general law s o f  nature is 
seen  as a d oom ed  enterprise, h ow ever , the process o f  natural sc ien ce  w h ich  encourages  
op en n ess to n ew  experien ces and em pirical data is still u sefu l in  deriving pragm atically  
u sefu l k n ow led ge. Thus the m odernist u se  o f  sc ien tific  m eth od o logy  can  still serve the 
pragm atist or postm odernist.
N everth eless , the m odernist p ersp ective  in  p sy ch o lo g y  has led  to a form  o f  d iv is io n  o f  
labour w here the academ ic is en gaged  in  the developm ent/research  into the d iscovery  o f
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the basic law s and k n ow led ge , and the practitioners are le ft to app ly  that b o d y  o f  
k n ow led ge  (e .g . C B T ), and the role o f  the practitioners is seen  as ju st n eed in g  to keep  
th em selves up-to-date w ith  the latest find ings and to u se  these as a gu ide to their practice  
(Peterson, 1991). H ow ever, research has sh ow n  that there is little u tilization  o f  research b y  
practitioners and that practitioners u se  m o stly  their on -go in g  exp erien ce w ith  clien t  
(B arlow  et al, 1984; C ohen et al, 1986; M orrow -B radley and E llio t, 1986). There m aybe a 
g o o d  reason for this in  that w h en  the acad em ics have taken on  the m odernist v ie w  o f  
p sy ch o lo g y  and a im ed to m im ic  the other sc ien ces in endeavouring to find  the basic  
princip le law s w h ich  govern  hum an behaviour, their findings h ave  b een  so  refined  
(controlled) and d iscon n ected  from  the w orld  o f  the practitioner that the practitioner  
ch o o ses to d evelop  k n ow led ge  ev o lv ed  from  practice. T his k n o w led g e  is built from  
constructions derived from  cogn itive  sch em es and interactions w ith  the environm ent and it 
b ecom es pragm atic i f  it accom p lish es the task and is not derived from  an approved set o f  
rules. P ositiv ist p sy ch o lo g y  projects start w ith  general theory to be confirm ed, pragm atic  
p sy ch o lo g ica l projects start w ith  a sp ec ific  practical problem  to be so lv ed  (F ishm an, 1999). 
T hus T oulm in  ca lls for a redirection o f  en lightenm ent-insp ired  m odern istic  sc ien ce  aw ay  
from  ‘pure’ theory and tech n o logy  tow ards applications to h um anistica lly  relevant goals  
(T oulm in , 1990).
T his k n ow led ge derived from  practice is an illustration o f  the post-m odern ist v ie w  o f  
k n ow led ge  and its d evelop m en t is a direct result o f  the failure o f  the m odernist 
p h ilosop h ica l v ie w  o f  the w orld. T he post-m odernist em phasises fou n d ation lessn ess, 
fragm entariness, constructiv ism , d iscontinu ity , chaos, d iversity  and neopragm atism  
(H arvey, 1989; Rorty, 1979). T his v ie w  sees that reality  is not a sin g le  in tegrative system  
but fragm ented and k n ow led ge sh ou ld  be concerned  w ith  loca l sp ec ific  occurrences and 
not w ith  a search for con text free general law s (G ergen, 1991) as context free general law s  
cannot exist. Thus it is seen  that p sy ch o lo g ica l reality  is a v ie w  or p ersp ective  w h ich  is  
distorted, so p sy ch o lo g ica l k n ow led ge  is foundation less (P o lk in gh om e, 1992). 
P ostm odernist see  that hum an k n ow led ge  is a construct built from  co g n itiv e  p rocesses  
operating m o stly  out o f  aw areness, and em b od ies interactions w ith  the w orld  o f  material 
objects, other and s e l f  g iv in g  rise to m ean in gfu l interpretations o f  the real. T his is know n  
as constructivism . The postm odernist te lls  us that hum an problem s and g oa ls  are not a 
‘g iv e n ’ b y  the natural w orld  but represent purpose, intentions, desires, interests and values  
o f  in d ivid uals and groups w h o  w ill a lw ays sh ow  d ifferences and con flic ts  (P o lk in gh om e, 
1992). In understanding hum an behaviour there is  the constant w restlin g  w ith  situations  
w h ich  in v o lv es the understanding o f  m ultip le fram es o f  references w h ich  in v o lv e
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inherently p arad oxica lly  cross-grained  m ultip licitous, m ultiversal aspects o f  hum an  
behaviour. T hus, from  exam p le, w h en  w ork in g  w ith  a client it is  n ot p ossib le  to separate  
the verbal and non-verbal com m unication  as w ith in  verbal com m u n ication  there are n on ­
verbal com m u n ication  and v isa  versa both o f  w h ich  are bound w ith in  the particular con text 
and m uch  o f  w h ich  is  p rocessed  at the su b -con sciou s level.
T he neopragm atist see  that context free general law s cannot ex ist as there is no coherent  
b o d y  o f  k n o w led g e  that is based  on transparent access to an independent reality  as 
p ersp ective  on all k n o w led g e  is con text bound  i.e. is a construct d efin ed  b y  cogn ition s at a 
g iv en  tim e w ith  a g iv en  cu lture/society  etc. (R orty, 1991). The neopragm atic postm odernist  
em p h asise  action  w h ich  w orks to bring about desired aim s, the sam e aim s cou ld  be  
accom p lish ed  in a m ultitude o f  w ays. W hat is important is o n ly  that it fu lfils  the purpose  
(M argolis, 1986). T he pragm atist fo cu ses on  individual cases and d evelop s individual 
tailored  interventions b ased  on h o listic  system -orientated  theories o f  change e .g . p sych o  
m edication; CBT; so c ia l sk ills and activ ities o f  daily  life; jo b  training, fam ily  therapy  
(A nthony, 1990; L ieberm an, 1992). T he results can be evaluated  and described in  an 
organisational con text and then system atic  com parisons and contrast o f  the better and  
w orse  cases can be u sed  to derive pragm atic principles, not sc ien tific  causal princip les. 
E xam p les o f  this can be described as ev id en ce  based  practice (E B P P ) in p sy ch o lo g y  w h ich  
starts w ith  the c lien t and asks w hat research ev id en ce w ill a ssist the p sy ch o lo g ist in  
ach iev in g  the b est ou tcom e as op p osed  to em p irically  supported treatm ents, w h ich  start 
w ith  treatm ents and asks w hether it w orks for certain disorders or problem s under sp ec ific  
circum stances. E B P P  articulates a d ec is io n  m aking process for integrating m ultip le  
stream s o f  research ev id en ce  into the intervention process (S ack ett et al, 2 0 0 0 ). Thus  
instead o f  searching for underlying law s and truths sc ien ce should  serve to co llect, organise  
and distribute practices that produce u sefu l or intended ou tcom es. Thus the m odernist 
system  helps to o ffer  co g n itiv e  tem plates for organising thinking and understanding o f  the  
c lien t’s experience in  the practice o f  c lin ica l judgem ents but the postm odernist a lso  takes  
on-board the b e lie f  in individual uniqu eness/d ifference. T he problem  arises w ith  the  
n o v ice  practitioners w h o  have little prior k n ow led ge to build  their understanding o f  the  
uniq u en ess o f  c lien ts, so  they fo llo w  rules and m anuals. T he expert w ill generate  
pragm atic p sy ch o lo g ica l post-m odernist practice w here their k n o w led g e  is dynam ic and is 
generated from  context-dependent understanding and is con stan tly  b ein g  rev ised  and  
adjusted in  the light o f  experience -  k n ow n  as ‘reflection  in the a ctio n ’ (C hi et al, 1988; 
D reyfu s and D reyfu s, 1986; Schon, 1983). H ere it is seen  that exp erien ce is not a fu nction
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o f  sure k n ow led ge but is m ade up o f  previous constructs or interpretative interactions. 
(B asch , 1988).
T hus the k n o w led g e  derived from  practice is a lw ays unfin ished , theories o f  practice and 
past exp erience o n ly  serve as a gu ide to anticipate clien t responses, or provid ed  an array o f  
grids through w h ich  to v ie w  the client. K n ow led ge acquired in practice from  every  clin ica l 
se ss io n  creates m ultip le m icro-theories as heuristic indicators o f  h o w  to process  
understanding o f  the present situation. T he m istake w o u ld  b e  for the practitioner to 
un iversa lise  h is/her experience as applicable to all c lien ts in  all situations. Thus the  
experienced  practitioner is com fortable w ith  d iversity  o f  theories and sees  them  as 
m etaphors and m od els. Therefore experienced  practitioners d evelop  a p sy ch o lo g y  o f  
practice and as such focu s on pragm atic actions in  the serv ice  o f  the m ental health and  
personal d evelop m en t o f  peop le. T he experienced  therapist has the fac ility  to m ake use o f  
m ultip le conceptual system s and thus can recogn ise  m ore facets o f  a c lien t than one u sin g  
on e theory. Such a therapist can u se  system atic ec lec tics  or in tegrative theory w hich  
serves to increase the therapist’s repertoire o f  interpretive sch em es and encourages v iew in g  
the client from  m ultip le theoretical persp ectives (B eitm an, 1987; G arfield , 1989). The  
p sy ch o lo g y  o f  practice incorporates b od ies o f  k n ow led ge w h ich  are aggregates o f  the 
professional com m u n ity ’s experiences o f  w hat has b een  b en efic ia l to clients. In the area o f  
the p sy ch o lo g y  o f  practice, academ ic p sy c h o lo g y ’s search for truth has lim ited  relevance. 
E ven  as p sy ch o lo g y  d evelop s academ ic p sy ch o lo g y  m ay  ev o lv e  b y  discarding previous  
b elie fs  system s on the prem ise that m ore recent system s are m ore able to reveal the truth. 
T his m ay seem  tidy but is still a m isgu id ed  rem nant from  m odernism .
P ostm odern ism  is a reflection  o f  a general fee lin g  o f  the m iscarriage o f  the m odernist 
project. T his is not to negate the n eed  for em p irically  supported therapies that provide  
ev id en ce  o f  e ff ica cy  (C ham bless and H ollon , 1998; D eR u b eis and Crit-C hrisopn, 1998). 
A s a result there is a sizeab le  b o d y  o f  ev id en ce  that, for exam ple, attests to the 
e ffec tiv en ess o f  p sy ch o lo g ica l practices, and com pared w ith  m edication , are m ore enduring  
and sh ow  m uch larger e ffec t s izes  than th ose ach ieved  b y  m ed ica l treatm ents (B arlow , 
2004; C hiles et al, 2002; H ollon  et al, 2006; Lam bert and O gles, 2004; L ip sey  and W ilson , 
2001; R osenthal, 1990; W am pold, 2001; W eisz  et al, 2005; Y ates, 1994). N everth eless  the  
p sy ch o lo g y  o f  practice dem onstrates the e ffec tiv en ess o f  usin g  postm odernist princip les by  
sh ow in g  h o w  the postm odern  d isc ip lin e  w orks e ffec tiv e ly  (as ev id en ced  from  the above  
researchers). Thus psychotherapy w ork s, but a lso  different therapies do n o t y ie ld  b enefits  
o f  different types or degrees on the ou tcom e (Sm ith  et al, 1980; M ahoney, 1991). W hat is
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seen  as m ore im portant is that the client has a m eaningfu l relationship w ith  the therapist, 
has an increase understanding o f  s e l f  and the d ifficu lties experienced; has som e em otional 
release , gains therapist support for p ositive  behaviours and experiences lessen in g  o f  the  
troublesom e problem s (G arfield , 1989).
T he ab ove is seen  as the con tex t for the d evelop m en t o f  this research project, one that w as  
form ulate as a reaction to the academ ic p sy ch o lo g ists  w h o  fo llo w  the m odernist paradigm  
and seem  to try to form ulate linear relationships w ith in  hum an behaviour and proceed  to  
narrow d ow n  the causes o f  such  behaviour in the search for the ultim ate truths or law s o f  
hum an behaviour. In their search for these supp osed  truths they narrow d ow n  or control 
behaviour such that m ost results serve very  little from  the practitioner’s po int o f  v iew . The  
resultant findings are frequently o f  little use to the practitioner in the fie ld  w here conditions  
are not in a rarefied or contro lled  environm ent and w here the practitioner is w orking at 
m ulti-m odal lev e ls  o f  aw areness and k n ow led ge at con sciou s and su b con sciou s/in tu itive  
lev e ls  o f  p rocessing . G iven  the above su ggested  w eakness o f  the m odernist log ica l 
p o sitiv istic  approach o f  the academ ic p sy ch o lo g ists  this research aim ed to fo llo w  a 
postm odernist approach, to research into the e ffec tiv en ess  o f  the b r ie f therapy w ith in  an 
em p lo y ee  assistance program m e b y  ensuring that this project w as carried out in a 
naturalistic setting w ith  all its d isadvantages from  the m odern ist’s point o f  v ie w  but w ith  
the p o ssib le  advantages to the pragm atic practice p sy ch o lo g ist’s perspective. Thus as such  
it w ou ld  be hoped, as the research w as carried out in  the context and conditions w ithin  
w h ich  the practitioners function , that as such it w ou ld  inform  the practitioner w ith  
k n ow led ge  that w ill be o f  m ore im m ediate u se  to them  than has b een  the practitioners’ 
exp erien ce o f  the find ings o f  academ ic p sy ch o lo g ica l research. A  postm odern  pragm atic  
p erspective a lso  d irected the u se  o f  the too ls and concepts ch osen  in this study for 
exam in in g  the change process. The variables that w ere explored  in the study (see  Table  
4.2; page 50 ) w ere not derived  from  an abstract theory-driven m od el o f  E A P  cou n sellin g , 
but instead represent a syn th esis o f  the concepts that inform  everyday routine practice, as 
reflected  in the professional literature. In addition, it should  also be borne in m ind that in  
k eep in g  w ith  the p h ilo sop h y  o f  the postm odernists, the findings o f  the study can on ly  be 
said  to be context-dependent, rather than m aking any claim s to arrive at universal ‘truths’ 
or law s. T he aim s o f  the study are in tentionally  m od est -  to contribute to o n -g o in g  debate  
and conversation  around the e ffec tiv en ess o f  E A P  cou n sellin g  (Rorty, 1979) and to add to 
the practical repertoire o f  p rofession a l understanding o f  counsellors w ork in g  in  this fie ld  
(F ishm an, 1999).
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2.16 Research difficulties.
In the above section s it can be seen  that m an y studies have produced  u sefu l inform ation or 
find ings but m any i f  not all have som e m eth od o log ica l problem s that m ake the con clu sion s  
rather less than clear cut or m ake for certain d ifficu lties in u sin g  the m easure. T his is 
esp ec ia lly  true for any studies that are in  a naturalistic setting as the ab ility  to control all 
variables is som ew hat lim ited . O n the other hand i f  all variables w ere com p lete ly  
controlled  other than that w h ich  w as b e in g  tested  then the fin d in gs w o u ld  tend to b e o f  
little  u se  to the pragm atic practitioner in  the fie ld  w h o  m ay w ork  in an integrative and 
m ulti-m odal w ay  w ith  clien ts w ho h ave m ultip le problem s. Thus in any p iece  o f  research  
there has to be a trade o f f  betw een  the m odernist perspective that requires sc ien tific  rigour  
and the v iew  o f  the post-m odernist w h o  w ish es  it to be relevant to the practitioner in the 
f ie ld  (e .g . m ust have a degree o f  rea lism ). It is, for the m ost part, d ifficu lt to be  
sc ien tifica lly  rigorous and to reflect the con d ition s o f  everyday w ork in g  practice.
Further there are a num ber o f  other d ifficu lties  that generally  present th em selves w h en  
trying to provide research into stress and E A P  effectiven ess. F irstly  there is the fear o f  the 
providers sh ow in g  e ffec tiv en ess w hen in com p etition  w ith  each other; or un ion  reactions i f  
s ta ff  are seen  to b e stressed. R esearchers, therefore, o ften  use satisfaction  studies to avo id  
any critical research w h ich  m ight require a ccess to clients. In reality  the c lien t satisfaction  
studies m ake on ly  a very  m inor contribution to the ev id en ce for e ffec tiv en ess as they  say  
very  little w ith  respect to w hat the therapy has been  effec tiv e  in  changing, i.e. they  bear  
little  or no relationship to w hether it h e lp ed  to change anything. A ll they sh o w  is that the 
clien ts w ere happy that the cou n sellor  had tim e to focus on them  and listen  to them  
(M cL eod , 2001  and 2 0 0 7 , R eynolds, 1997). O ften the research into E A Ps is seen  as being  
too brief, w ith no longitudinal collection  o f  data (G iga et al, 2003) and rarely em ploys control 
groups. Arthur (2000) concluded that studies into the effectiven ess and cost-effectiven ess o f  
E A P s fail to deliver in relation to organizational outcom es because they are ‘superficial’ and 
do not reflect the com plex, interactive nature o f  w ork stress.
A lso  m uch o f  the research into the e ffec tiv en ess  o f  E A P cou n se llin g  has the d ifficu lty  that 
eth ica lly  or practically , control groups cannot ea sily  b e created and then be m easured. 
Sprang (19 9 2 ) tried b y  com paring th ose  w h o  stayed w ith  the co u n se llin g  and th ose w h o  
dropped out, both  started w ith  sim ilar scores but those w h o  rece iv ed  cou n se llin g  im prove  
in  the m easures for depression  (B D I) to w ith in  the norm al range. T he d ifficu lty  w as that it 
w as not apparent i f  the “control” group w as exam ined  after the treatm ent period o f  the
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experim ental group. Others found sign ifican t d ifferences in all m easures o f  distress 
(m ental health  function ing, w ork  function ing , personal function ing, w e ll b e in g , rating o f  
personal problem s and sick n ess ab sen ce) b etw een  clien ts and n on -cou n sellin g  co lleagu es, 
sign ifican t b y  one standard d eviation  w orse  o ff, a lso  w orse in  the num ber o f  days taken  
o f f  s ick  and G P v isits  (W orrall, 1999).
W ith in  m ed ic in e , the u se  o f  control groups, v ia  R C T s (random  control trials) tends to offer  
the m ost reliab le and valid  form  o f  ev id en ce  in the effectiven ess o f  a particular treatment. 
B ut as su ggested  ab ove it is m ore d ifficu lt to apply such concepts o f  research into the 
realm  o f  hum an behaviour such as co u n se llin g  and psychotherapy b ecau se o f  the tensions  
b etw een  sc ien tific  va lid ity  and practical u sefu ln ess/va lid ity  (R ow land, 20 0 7 ; R ow lan d  and 
G oss, 2 0 0 0 ). S om e have noted that non-random ised  trials g iv e  estim ates o f  e ffec tiv en ess  
higher than those in R C Ts (W esse ly , 2 0 0 6 ), w hereas others found the op p osite  effect  
(Shadish  et al, 2 0 0 0 ) or no e ffec tiv e  d ifferen ce (C oncato et al, 2000; K unz and O xm an,
1998). T he problem  o f  R C Ts is that th ey  also o ften  filter out the m ore co m p lex  cases so  
do not reflect the m ix  o f  cases that co m e to the counsellors in  their practice, so  are not 
naturalistic. T he S h effie ld  studies tried to create control groups but they d id  not reflect the 
realities o f  w ork  p lace cou n sellin g  either (Barkham  et al, 1999). Iw i et al (1 9 9 8 ) also tried 
but cam e up against ethical issu es and had to change direction. S tudies tend to sh ow  
im provem ents in  anxiety , stress, se lf-e steem  as com pared w ith  control groups. B ut at least 
som e (15% ) m ay h ave im proved w ith ou t the help  any case (H ow ard et al, 1986). B ut to be  
truly com parable the control group sh ou ld  also  be tested  for changes in stress lev e ls  over  
sam e period that the treatment group is rece iv in g  therapy, but this is hard, as it is also  
d ifficu lt to take into account all other organisational changes during that period.
Sprang (1 9 9 2 ) found sign ifican t d ifferen ces b etw een  treatm ent and non-treatm ent groups 
suffering from  depression  in their d ecision -m ak in g  ability, su icidal ideation , and ab ility  to 
w ork. O ther studies that have random ly a llocated  c lien ts into cou n sellin g  or w aitin g  lists  
conditions have found in long-term  fo llo w  up, that cou n sellin g  intervention w as sh ow n  to  
b e m uch m ore b en efic ia l than the w a itin g -list condition  (R eynolds 1997).
In this study a form  o f  control w as se t up b y  carrying out a large stress audit v ia  a “W ell­
b e in g ” questionnaire and w h ich  random ly sam pled  the total w ork force and the result 
w ou ld  provide a b aseline or norm  against w h ich  the sam ple o f  clien ts w h o  sought 
cou n se llin g  cou ld  be com pared. S trictly  speaking the ‘W ell-b e in g ’ study w as not a control 
group as they  w ere not n ecessarily  a group w h o w ere seek in g  help. W hat th is study set out
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to lo o k  at w as h ow  e ffec tiv e  the cou n sellin g  w ork  w as in reducing stress, increasing m ental 
health and changing cop in g  strategies to such  a point w here the cou n se llin g  su b jects’ 
scores w ere no longer sign ifican tly  different from  that o f  the norm ative population . There 
lie s  here an assum ption o f  health w ith in  the norm ative population , but g iven  that 
p opulation  defined the b ase lin e , no value ju d gem en ts as to w hat constituted health w ere  
in v o lv ed , all that w as to b e  exam in ed  w as h o w  m uch  after therapy and at the s ix  m onth  
fo llo w -u p  period had the co u n se llin g  client group m o v ed  their scores for all the m easures 
tow ards those o f  the norm  created b y  the ‘W ell-b e in g ’ study.
A nother d ifficu lty  is  that it is hard to get organisational data on c lients as con fid en tia lity  is 
im portant to m ost c lients and organisations, added to this, and because o f  this, m issin g  data 
is a problem . A  researcher can say  nothing about the reasons for the m issin g  data or w hat 
can b e said  about the d ifferen ces b etw een  the responders and non-responders, and b ecause  
o f  con fidentia lity , w ill find it hard to fo llow -u p  on the m issin g  data. M any studies suffer  
from  lo ss  o f  data due to drop out (attrition) and this m ay sk ew  the results sh ow in g  o n ly  the 
m ore sa tisfied  clients and th ose w ith  m ore p o sitiv e  im provem ents, particularly i f  data is 
on ly  taken at the end o f  therapy. T his leaves op en  the p ossib le  assum ption that those w ho  
do fill out end o f  therapy questionnaires w ou ld  tend to be th ose w h o fee l m ore satisfied  
w ith  the treatment, and those w h o  did not fill out the feedback  questionnaires m ay  be  
exp ressin g  their irritation and annoyance at not fee lin g  satisfied  b y  fa ilin g  to respond, or it 
m ay b e  that they did not return for their last se ss io n  (so  did not receive  a post-treatm ent 
questionnaire), fee lin g  that they  had so  im proved  that they did not need to return and w aste  
the therapist’s precious tim e. T he point here is that no assum ptions can be m ade about non  
responders, though this m igh t su ggest the im portance o f  u sin g  sess io n  b y  session  
questionnaires. O nly  a fe w  have had clients com p lete  questionnaires at each sess io n  as per 
Lam bert et a l’s study (2 0 0 1 ). A ll variables or problem s cannot be all be controlled  for, thus 
com p rom ises m ust b e m ade to produce any m eaningfu l research and m any m eth od olog ica l 
problem s are in vo lved  w here com m ercial secrecy  is an issue.
Further, m uch o f  the research that ex ists  is in U S A  and there w as little in  the U K  on the 
effec tiv en ess  o f  E A P s though this b od y  o f  k n ow led ge  is grow ing (H igh ley  and C ooper, 
1993). F ew  counsellors are interested in research and issu es o f  con fid en tia lity  interfere 
w ith  the idea o f  carrying any out (Sonnenstuhl and T rice, 1986  in  H ig h ley  and C ooper, 
1993). E A P s need research to find out i f  they m eet the goals they sets out to ach ieve and i f  
not, h o w  they can address w hat can be done for them  to b ecom e m ore e ffec tiv e  and 
targeted (M asi, 1984). T he d ifficu lty  can be that E A P m anagers are lik e ly  to resist the
42
in vasion  o f  outside researchers w h o  are often  put o f f  b y  the co m p lex  n egotiations required  
to initiate and carry out the research.
Thus, the problem  in this country appears to be that m uch research into E A P s appears to 
focu s on client sa tisfaction  resp on ses and there is not enough  research into the p rocess o f  
w ork  p lace cou n sellin g . It is m ayb e n ot a question  that it is  e ffec tiv e , but the questions  
should  be concern ing w hat cou ld  enhance its e ffec tiven ess. T h is study tried to address this 
issu e. T his study w as in itia lly  undertaken as a result o f  the observation that an EA P  
com pany w as se llin g  a product say in g  that cou n sellin g  w as e ffec tiv e  in  h elp in g  p eop le  
w ork m ore e ffic ien tly  and it w as co st e ffec tiv e  in cutting d ow n  sick n ess behaviour and the 
lev e ls  at w h ich  p eop le  are present at w ork  (introducing the con cep t o f  "presenteeism "). 
H ow ever  it seem ed  that there w as little ev id en ce  to ju stify  these c la im s at the tim e as m any  
o f  the previous stud ies into the e ffec tiv en ess  o f  E A P s had co m e from  A m erica w here the 
structure o f  E A P serv ices w ere m ore fo cu sed  on treatment o f  drug and alcoh ol dep en d en cy  
treatm ent and various fitness program m es or that m any o f  the studies in the U K  fo cu ssed  
on  c lien t satisfaction  data. T his therefore seem ed  to indicate that it w as im portant to carry 
out research that w o u ld  exam ine not n ecessarily  the contention  that b r ie f therapy through  
E A P s is e ffec tiv e  but w hat is it m ore e ffec tiv e  w ith. T he studies that w ere seen  as m ost  
h elpfu l to this study w ere those o f  A lk er (2 0 0 0 ), C ooper and Sadri (1 9 9 1 ) and W orrall
(1 9 9 9 ) as they u sed  too ls  that w ere sim ilar to those used  in this study. N everth eless, as 
w ith  m ost research studies in the e ffec tiv en ess  o f  b r ie f therapy v ia  an E A P , this study w ill 
a lso  have its m eth od o log ica l short-com ings as its aim  w as to explore issu es that w o u ld  be 
directly  relevant to the practitioner on the ground, thus it w as a naturalist study.
2.17 Summary
E m p loyee A ssistan ce  Program m es (E A P s) in  the U K  have d evelop ed  to the point w here  
they n o w  focu s on  occupational health  prom otion  and broad-brush em p loyee  assistan ce  
program m es. T he m ain  focu s n o w  is derived  from  the recogn ition  that there are eco n o m ic  
costs to the em p loyer and em p loyee  a like w here the em p loyee  is suffering from  the e ffec ts  
o f  stress. The m ain  fo cu s o f  this study w as an exam ination  o f  the e ffec tiv en ess o f  the b r ie f  
therapy/counselling  part o f  an E A P package particularly w ith  reference to dem ographic  
differences in e ffec tiv en ess  such as gender, age and professional status.
From  the exploration  into b r ie f therapy, it w as seen  that the con sen su s w as that m ost EA P  
packages used  the m od el o f  6-8  sessio n s. B ut the rational for this m od el did not seem  to 
take into account w hether such a num ber o f  sess io n s produced e ffec tiv e  change rather than
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client satisfaction , g iven  p o ssib le  variations in  degree o f  severity  o f  the c lie n t’s problem s. 
H ow ever, overall this m od el o f  b r ie f therapy as u sed  b y  m ost E A P  providers w as seen  as 
effec tiv e  w ith  relatively  w e ll fu n ction in g  individuals w ith  rela tively  lim ited  num ber o f  
presenting problem s. B ut its e ffec tiv en ess  m ay vary d ependin g on  those w h o  are lik e ly  to 
u se an E A P serv ice . T h is, it w as seen , in past research, tended  to be the you n ger  age  
groups o f  w om en , though others thought there w as little to su ggest that dem ographic  
characteristics affected  u tilization  rates. H ow ever, it w as poin ted  out that very  little  
serious regard had b een  paid  to research into the e ffects of, for exam ple, age and gender, 
on the utilization  rates and m ore esp ec ia lly  the e ffec tiv en ess o f  b r ie f therapy w ith in  an 
E A P service.
B ut m ore sp ec ifica lly , the issu e  o f  e ffec tiv en ess w as explored. It w as seen  that the 
research into this needed  to m o v e  aw ay from  the sh a llow  clien t satisfaction  rates research  
and thus e ffec tiv en ess w as exam in ed  first w ith  respect to cost e ffec tiv en ess. T he research  
presented sh ow ed , irrespective o f  the d ifficu lties and variations in exam in in g  the cost 
e ffec tiv en ess o f  the cou n se llin g  in  the p rov ision  o f  E A P s, that such p rov ision s seem ed  to 
be cost e ffec tiv e  w ith  the sav in gs varying in  ratios from  7:1 to cost neutral. Further it w as  
seen  overall that b r ie f therapy did  seem  to be e ffec tiv e  in reducing sick n ess ab sen ce and  
im proving/prom oting p sy ch o lo g ica l change such as reducing depression , an x iety  and  
raising se lf-esteem . B ut the d ifficu lty  seem ed  to be w hether these im provem ents had a 
direct e ffect or not on changing  the em p lo y ee ’s jo b  satisfaction  and/or w ork perform ance. 
Several studies found little im provem ent in  job  satisfaction  yet others found im provem ents  
in  w ork  perform ance as a result o f  the therapy. T his left open  the question  w hether the tw o  
w ere sim ilar or d ifferent concepts and w hether cou n sellin g  could  im proved  on w ork  
function ing b y  fo cu ssin g  on reducing the experience o f  w ork  stress.
This lead to an exploration as to w hether cou n sellin g  im proved c lien t’s sen se  o f  w e ll-b e in g  
and m ental health. The qu estion  that this research study set out to exam ine w as w hether a 
change in cop in g  strategies and the concept o f  stress had a direct affect on  the c lien t’s 
m ental w ell-b e in g  and w ork perform ance. The d ifficu lties w ith  exam in in g  particularly, 
cop in g  strategies, w as in the d efin ition  o f  the concept and h en ce in  find ing  an e ffec tiv e  
psychom etric too l for m easuring it. Thus the various d ifficu lties w ith  fin d in g  an 
appropriate too ls  w ere explored , but g iven  that the focu s o f  m uch o f  the w ork  in  b r ie f  
therapy w ou ld  focu s on the c lien t’s cogn ition s concerning their stressors (v ia  C B T ) and/or 
w ou ld  focu s on adaptive resp on ses (solu tion /prob lem  fo cu ssed  therapy), it w as fe lt that a 
too l that focu ssed  on response prim arily w ou ld  be the m ost u sefu l in this instance. B ut as
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w ith  other d ifficu lties , the problem s w ith  defin ing  cop in g  strategies and find ing  an 
appropriate too l for m easuring it, it w as also ack n ow led ged  that researching into the 
effec tiv en ess  o f  the b r ie f  therapy as provided  b y  an EA P serv ice  has certain  
m eth od o log ica l problem s particularly b ecau se  this study w as a naturalistic one. H ow ever, 
it w as fe lt va lid  to accept those lim itations as defined  b y  the academ ic m odernist 
p sy ch o lo g ists  in  order that the research ou tcom es m ight be m ore inform ative to the p ost­
m odernists orientated pragm atic practitioner in  the fie ld  w ith  respect to their practice  
w ith in  the realities o f  the problem s presented, etc., in  w orkplace cou n sellin g .
3. Key research questions
T he k ey  research q uestions that this study look ed  to address were:
1. W as b r ie f therapy, as offered  in an E A P  program m e, e ffec tiv e  in  producing change  
in  lev e ls  o f  stress, m ental health and cop in g  strategies?
2. W as the serv ice  cost-effective?
3. W as change m aintained or im proved  upon b y  the 6 m onth fo llow -u p  stage?
4. W as the le v e l o f  e ffec tiv en ess o f  therapy a ffected  b y  d ifferences in  dem ographic  
factors such as gender, age and p rofession al status?
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4. Method
4.1 Introduction
T his study w as a P h .D . research program m e under Professor John M cL eod  form erly at the  
D epartm ent o f  A p p lied  S ocia l S tudies at K ee le  U niversity , n o w  at the U n iversity  o f  
A bertay D undee. It w as carried out on the b eh a lf  o f  N orfo lk  C ou n ty  C ouncil. The study set 
out to exam ine the e ffec tiv en ess o f  b r ie f therapy w ith in  the E m p loyee  A ssistan ce  
Program m e as provided  b y  an external provider for the N o rfo lk  Support Line. Ethical 
approval for the study w as rece ived  from  the ethics com m ittee  o f  the D epartm ent o f  
A p p lied  S ocia l S tudies, K eele  U niversity .
T he core focu s o f  the study w as to lo o k  at the e ffec tiv en ess o f  the therapy b ein g  offered  to  
th ose subjects w h o  cam e for cou n se llin g  from  the departm ents w h o  had purchased the 
serv ice, n am ely  the departm ents o f  E ducation  and S ocia l Serv ices. T his w as a naturalistic  
study as no control groups cou ld  b e created for the com m ercial and ethical reasons  
d iscu ssed  in  the literature review .
H ow ever, i f  change w as to be a ssessed  then the cou n sellin g  subjects w ou ld  need  a b aselin e  
norm  against w h ich  to m easure their degree o f  d ifficu lty  and the degree w ith  w h ich  the 
cou n sellin g  had h elp ed  to im prove their situation or d ifficu lties as m atched against a norm. 
M any studies u se  general population  norm s but it is d ifficu lt to be sure h ow  
com parable/representative such norm s m ay be as com pared w ith  the subject group.
T herefore it w as d ecid ed  to find a b aselin e norm ative score le v e l from  the organisational 
population from  w h ich  the cou n sellin g  subjects w ere com ing. T he m ain aim  w as to carry 
out this b aselin e ‘w e ll-b e in g ’ study w ith in  the tw o departm ents w h ich  had purchased the  
service. T his w as to b e  carried out b y  g iv in g  the sam e questionnaire w h ich  w as to go  to  
the cou n sellin g  subjects, to a random  sam ple o f  the sta ff in  those tw o departm ents. 
H ow ever, the other departm ents o f  the organisation heard about the b ase lin e  norm ative  
study and requested to be part o f  that study. Thus the b ase lin e  response norm  w as  
form ulated from  the responses from  a random  sam ple o f  the w h o le  o f  the organisation’s 
w ork force. T he advantage o f  this m easurem ent w as that it w as produced from  a very  
large population  sam ple w ith in  the organisation. It also had the advantage that it w as not 
from  any other population  w h ich  m ay h ave produced norm s that are m ore sp ec ific  to that 
population  and w h ich  m ay present problem s i f  u sed  as a representative norm  for other 
population  groups such as that b ein g  exam ined  w ith in  the N o rfo lk  C ounty C ouncil staff. 
B ut b y  the sam e reasoning, the norm s produced cou ld  on ly  be said  to be representative o f
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the N o rfo lk  C ounty C ouncil w ork  force population . H ow ever, it did m ean that those  
com in g  for cou n sellin g  w ere b e in g  m atch against their peers and not against any other 
population  group.
T his study w as a naturalistic ou tcom e study. Its purpose w as to analyse the e ffec tiv en ess  
o f  the b r ie f therapy as offered  to those com in g for cou n se llin g  under an E m p loyee  
A ssistan ce  Program m e as u tilised  b y  the E ducation and S ocia l Serv ices departm ents o f  
N o rfo lk  C ounty C ouncil. T he cou n sellors w h o  offered  the serv ice  w ere a group o f  about 
tw enty-three therapists w h o  w ere registered affilia tes w ith  the com pany (PPC  -  Personal 
Perform ance C onsultants U K ) w h o  provided  the service. The counsellors saw  the clients  
w ith in  their private practice and they  w ere located  over the w h o le  o f  N o rfo lk  county  so  
that the c lien t’s w ou ld  not have to travel far to see  a therapist. There w as no control w ith  
respect to their therapeutic orientation, the criteria u sed  for their recruitm ent w as that they  
w ere required to hold  a recogn ised  accreditation qualification  (w ith  for exam ple, B PS  
{B ritish P sy ch o lo g ica l S o c ie ty }; B A C P  (B ritish  A sso c ia tio n  for C ou n sellin g  and 
P sychotherapy}; or U K C P  {U nited  K ingdom  C ouncil for P sychotherapy}) and that they  
w ere com fortable w ork ing w ith in  a b r ie f  therapy m odel.
The organisational structure for the p rov ision  o f  the cou n sellin g  serv ice  w as that all 
em p lo y ees w ith in  the departm ents w h o  had bought the serv ice, i.e. the E ducation  and 
S ocia l S ervice departm ents w ere g iv en  a card b y  their em ployers w h en  the serv ice  
com m en ced  or w h en  they  jo in ed  the departm ents. T his card inform ed them  about the 
serv ices on o ffer and gave them  a confidentia l telephone num ber to ring w h en  they  w anted  
help w ith in  the range o f  serv ices provided. E A P serv ices that w ere provided  included , free 
cou n sellin g , career, lega l and financial advice.
This study fo cu ssed  o n ly  on the cou n se llin g  provision . I f  a client w ish ed  for help v ia  
cou n se llin g  they  w ou ld  ring the confidentia l telephone num ber, w ithout h avin g  to go  
through any gate keeper or regulatory system , so  they  cou ld  access the serv ice  w ithout 
their em ployers k n ow in g  they  w ere u sin g  the serv ice , thus m aintaining confidentia lity . 
T hey w ou ld  then speak  to a te lep h on e counsellor w h o  w ou ld  assess their n eed  for face-to- 
face cou n sellin g . I f  it w as agreed that this w as w hat w as fe lt w o u ld  help them , they  w ou ld  
be asked at this point w hether they  w ou ld  m ind participating in  the study. T h ey  w ere  
inform ed then that they  had a right to refuse and that this w ou ld  not affect their access to 
cou n sellin g . There w as no se lec tio n  o f  the subjects for the study; all w h o  agreed to 
participate w ere accepted  as subjects. Thus this w as a fu lly  naturalistic or practice based
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I f  face-to -face  cou n se llin g  had b een  agreed w o u ld  be the b est course o f  action  for the 
ca llin g  client, the telephone cou n sellor  to ld  them  that they  w o u ld  be con tactin g  a 
cou n sellor  in  their area w h o  w ou ld  get in  touch w ith  them  to arrange a su itable tim e for  
them  to m eet for an assessm en t and p o ssib le  b r ie f therapy treatment. A lso , i f  th ey  had  
agreed w ith  the telep h on e cou n sellor  that they  did  not m ind participating in  the study they  
w ere then told  they  w o u ld  be sent a pre-treatm ent questionnaire to fill out prior to see in g  
their therapist and they w ere asked to either hand those questionnaires to the therapist 
w h en  they first m et (w h o  w ou ld  then send  them  on) or send them  directly  in  the s.a .e . to 
K eele  U niversity . W hen  they rece ived  the questionnaire, th ey  also rece ived  a letter 
exp la in in g  the study (see  appendix B 1 4 ) and assuring them  that their resp on ses w ou ld  
rem ain confidentia l and that they w o u ld  o n ly  b e identifiab le on  the form s as a num ber (in  
order to m atch subsequent responses).
Prior to the start o f  the research project the researcher had had several m eetin gs w ith  the 
heads o f  departm ents in vo lved  in  the research and w ith  the head  o f  personnel to d iscu s the 
d esign  and organisation o f  the study. In addition the researcher a lso  had several m eetin gs  
w ith  m ost o f  the cou n sellin g  affiliates w h o  w o u ld  be see in g  the cou n sellin g  c lien ts, to 
exp la in  the purpose o f  the research and the help/adm inistration that w ou ld  be required o f  
them .
O nce the study had been  designed , the organisation  took  on the role o f  circu lating the  
questionnaires for the ‘W ell-b e in g ’ part o f  the study. T hese questionnaires w ere circulated  
random ly (for the larger departm ents) u sin g  the em p lo y ees’ s ta ff  num ber and random ly  
se lectin g  that num ber, usin g  random  num ber tables; for sm aller departm ents o f  le ss  than  
2 4 0  em p loyees, all s ta ff  w ere sent the questionnaire. T he questionnaires w ere distributed  
b y  the personnel departm ent o f  the cou n cil. W ith  the questionnaire w as in cluded  a 
stam ped addressed en velop  for returning the questionnaire to the U n iversity  o f  K ee le  and a 
supporting letter from  the D irector o f  P ersonnel o f  N orfo lk  C ounty C ouncil. T he data 
from  the ‘W ell-b e in g ’ stage (stage 1) o f  the study w as loaded  onto a spread sh eet u sin g  
SP S S  program m e b y  a paid  research assistant w h o  had been  g iv en  instructions concern ing  
h o w  to load  the data b y  the researcher. T hen the data w as sent to the researcher for 
analysis.
study using no control groups, for as mentioned in the literature review, this would have
been unethical and commercially unacceptable.
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T he questionnaires for the co u n se llin g  clien ts (stages 2 -4 ) w ere distributed b y  the 
adm inistration departm ent o f  the E A P  provider, w ith  the researcher b e in g  in regular 
contact w ith  them  to ensure that the correct questionnaires w ere b ein g  sent out at the right 
tim e (see  appendix B 15: questionnaire distribution instructions). T h ese questionnaires  
w ere returned to the head  o ffice  o f  the provider and then sent onto the researcher for data 
co lla tion  and analysis.
T he researcher w as a sen ior consultant cou n sellor  in the em p loy  o f  the provider so w as  
g iv en  free access to the com p an y’s data and records but w as not em p loyed  at the head  
o ffice  and w as not a provider o f  the co u n se llin g  that w as offered  to the em p lo y ees o f  the 
cou n ty  cou n cil in vo lved . T he researcher, a chartered cou n sellin g  p sy ch o lo g ist and 
accredited psychotherapist (B A C P ), w as how ever, carrying out the study as a part-tim e 
P h.D . student in itia lly  at the U n iversity  o f  K ee le  (later transferring to the U n iversity  o f  
A bertay D u n d ee) and thus it w as m ade clear to all that the ow nership  o f  the research lay  
w ith  the university. This h op efu lly  avo id ed  any pressure or in fluence w h ich  cou ld  bias the 
study in favour o f  any o f  the other parties in vo lved , though it w as a lso  agreed that any  
published  results w ou ld  first be shared w ith  the organisations w h o had b een  in vo lved  in  
the study.
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A pragmatic conceptual framework for evaluating the effectiveness of brief therapy
Design summary: Table 4.2
Counselling
Intervention
Brief
Therapy 1-8 
sessions 
Stages 2-4
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4.2 Structure of the study
T he research m ethod  u sed  w as in the form  o f  an ex ten sive  questionnaire, various form s o f  
w h ich  w ere u sed  at the d ifferent stages o f  the research as illustrated graphically  ab ove in  
T able 4 .2 .
Four stages w ere p lanned  in  the research in  w h ich  questionnaires w ere used: the ‘W ell-  
b e in g ’/b aselin e norm ative m easurem ent stage (stage 1 ); c lien t assessm en t stage (pre­
treatm ent, i.e . ju st prior to co u n se llin g  -  stage 2); post-treatm ent stage (stage 3: 
im m ed iately  after co u n se llin g ) and fo llo w -u p  stage (stage 4: 6 m onths after closure).
T he first stage ‘W e ll-b e in g ’ study (stage 1) set out to m easure the m ean or norm ative  
le v e ls  o f  stress, etc. w ith in  the w h o le  organization  w here the study w as b ein g  carried out. 
T h is norm ative lev e l w ou ld  then be u sed  as a b aseline against w h ich  to m easure the stress 
lev e ls , etc. o f  the client's com in g  for cou n sellin g .
T he n ext stage (stage 2 ) o f  the research fo cu ssed  on the c lients com in g  for cou n sellin g . T he  
ob jective  o f  the c lien t assessm en t (pre-treatm ent) questionnaire w as to have all th ese  
clien ts com plete a questionnaire prior to treatment. This questionnaire w as based  on  the 
‘W ell-b e in g ’ study questionnaire so that the latter w ou ld  act as the b aselin e or norm ative  
lev e l m easurem ent. T he clien t a ssessm en t included  a num ber o f  additional questions, 
w h ich  had form ally  b een  part o f  the serv ice  m onitoring questionnaires (sent out to all 
clien ts after treatm ent prior to this study). The goal w as to have this questionnaire  
g iven /sen t to the clien t prior to treatm ent. H ow ever, this proved  not a lw ays p o ssib le , so  the 
clien ts w ere a lso  asked i f  they  had filled  in  the questionnaire before or after their first 
session . Careful instructions w ere issu ed  to adm inistrators and counsellors in  order that the  
subjects w ou ld  be g iv en  the in itial questionnaire prior to their first sessio n  i f  p o ssib le  (see  
appendix F for questionnaire sam ples, explanatory letters for clients and distribution  
instructions for adm inistrators at the p rov id er’s head o ffice).
T he post-treatm ent questionnaire (stage 3: after cou n sellin g) w as either g iven  to the c lients  
b y  their cou n sellor  w h en  they had fin ish ed  see in g  them  or w as sent to the c lien t after the 
c lo sed  case notes had b een  received  b y  head o ffic e  o f  the serv ice  provider.
T he fo llow -u p  questionnaire (stage 4 ) w as sent out to all c lien ts 6 m onths after their case  
n otes had b een  sent in  as b ein g  o ffic ia lly  c lo sed , b y  the adm inistration head o ffic e  o f  the 
serv ice  provider. T he adm inistration form ulated a system  for rem inding them  to send out
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the fo llow -u p  questionnaires s ix  m onths after the closure o f  the case. T his questionnaire  
asked for resp on ses to m ost o f  the sam e questions and sca les that w ere asked in  the p ost­
treatm ent questionnaire. T he ob jective  here w as to exam in e i f  the responses changed  over  
the s ix  m onths, w ith  particular referen ce to look in g  at h ow  perm anent w ere the p o ssib le  
p o sitiv e  changes that w ere presented at the end o f  therapy i.e. w ere the changes still o f  the 
sam e order after s ix  m onths? It w as o f  particular interest to k n ow  h o w  m uch, the changes  
in cop ing  strategies, continued to sh o w  the level o f  change as w a s seen  at the end o f  
treatment as sh ow n  b y  the post-treatm ent questionnaire.
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Questionnaire structure -  table 4.3
F o cu s in g  on  m easures re le va n t to  p rac tice : P rag m a tic  p ra c tice  o rie n ta ted  concep tua l des ign  s truc tu re
Stages 1 and 2 Stages 1 and 2 Stages 2-4 Stages 1-4
Demographics
L ife  
E v en ts  
S ca le  
(H o lm es  
a n d  R a lte , 
1967)
M ental H ealth, 
W ork and Personal 
Functioning
Inventory o f P h y s ica l
O c c u p a tio n a l S tress  Interpersonal S y m p to m s C o p in g
„  , . In d ic a to r  -  O S I Problem s -  IIP32 (P ro b lem s a n d  S tra teg ies  PrpspnrppKin v ®(W o rk  S tress) (S elf Description) C o m p la in ts)  (H a m m o n d  e l
( C o o p e r , 1 9 7 8 )  (B ark h a m  a n d  (C ra n w ell-W a rd , al, 1992)
H a rd y , 1994) 1987 )
G ender
L ife E vents  
R ating  
S cale  
( 1 - 100)
M ental H ealth  
(W are a n d  
S h erbourne. 1992)
E ffectiven ess  
at w ork  
( 1 - 100%)
Factors intrinsic to the 
job Hard to be soc iab le
E m otional
reactions
R ational
actions
A g e
W ork F unction ing
(H ow ard , L a g e r  a n d  
O ’M ahoney, 1991)
M anagerial role Hard to be assertive
D isrupted
thought
p rocesses
P allia tive
response
M arital Status
Personal 
F unction ing  
(W orra ll, 1999)
R elationsh ips w ith  
others
Hard to be  
supportive P hysica l illn ess
S ocia l
support
W ork Status 
(FT or PT)
Career and 
ach ievem ent Hard to be in vo lved
B ehavioural
indications
D ep ressive
response
Job T itle O rganisational structure and clim ate
B ein g  too  
aggressive
P o sitiv e
reactions
E m otive
response
A lco h o l
C onsum ption H om e/w ork  interface B ein g  too open
P assive
response
D ays o f f  S ick Total w ork stress B ein g  too caring
V isits  to GP B ein g  too  dependent
Salary S cale Total I1P32
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4.3 Questionnaire structure
A s illustrated in  table 4 .3  above, the questionnaire first asked dem ographic questions, such  
as age, sex , occupation , m arital status and w ith  w h om  the respondent lived . T h ey  w ere  
a lso  asked i f  they  w ere fu ll or part tim e em p loyees. The questionnaire asked about the  
respondents sm ok in g  and drinking habits and am ount o f  s ick  lea v e  taken in  the last year  
and v isits  to their GP, {self-reported sick n ess absence has b een  found to be a reliable  
m easure o f  actual sick n ess absence (R ees and C ooper, 1992b; R obertson and C ooper, 
1 9 9 0 )} . T he ab ove w as the sam e for all groups. T he sick  lea v e  question  w as particularly  
geared to offerin g  an opportunity o f  m easuring the cost o f  s ick n ess for each departm ent 
and to the cou n cil as a w h ole .
T he secon d  p age o f  the questionnaire had three different version s, one for each o f  the 
fo llow in g; the S ocia l S erv ices, the E ducation  Departm ent and the Central Services. This 
page asked  about w h ich  sectors/d iv ision s they w orked for, in w h ich  geographical area w as  
their w ork  p lace and then they w ere asked  to state their salary sca le  point or grade. The  
latter w ou ld  then be recoded  to g iv e  actual salaries (sca les w ere provided  b y  the Personnel 
departm ent o f  the county  cou n cil) w h ich  w ou ld  b e used to g iv e  actual costs o f  sick n ess and 
‘p resen tee ism ’ (d efin ed  as the e m p lo y ee ’s estim ated lev e l o f  e ffec tiv en ess /e ff ic ien cy  in the 
w orkplace). (S ee  appendix F for sam p les o f  all questionnaires used).
T he respondents w ere then asked to respond to n ine scaled  questionnaires: 1. a shortened  
form  o f  O SI (O ccupational Stress Inventory) as a m easure o f  w ork  stress; 2. Inventory o f  
Interpersonal Problem s -  32  (IIP32) as a m easure o f  personality  d ifferences; 3. Problem s 
and C om plaints as a m easure o f  p h ysica l sym ptom s o f  stress; 4. L ife E vents sca le , as a 
m easure o f  other life  stressors; 5. C oping  m easures; 6 . M easurem ent o f  “P resen teeism ”; 7. 
M ental H ealth sca le (M H I5) o f  the SB  166 Short-Form  H ealth  Survey; 8 . W ork  
F unction ing scale; 9. P ersonal Functioning. (T he last three sca les w ere on ly  u sed  for stage  
2 -4 .)
4.4 Shorten form of OSI (Occupational Stress Inventory) as a measure of stress
T he first sca le  asked questions about stress at w ork. This con sisted  o f  thirty questions  
w h ich  w o u ld  be grouped to exam ine s ix  areas w h ich  create stress at w ork. T his sca le  w as  
a reduced version  o f  Prof. Gary C oop er’s O ccupational Stress Indicator (O SI) and w as  
u sed  w ith  h is perm ission . The original contained 60 questions. It w as fe lt this w ou ld  be  
too m an y questions for a sam pling survey, thus 2 4  questions from  the O SI w ere se lec ted  as 
b ein g  th ose that th is group (loca l authority w orkers) w ou ld  b e m ost lik e ly  to com pla in
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about w h en  com in g  for therap y/cou n sellin g  (these w ere all tested  for internal reliab ility  -  
see  appendix B 1 4 ). A  further s ix  qu estion s w ere added that w ere u sed  in  a previous study  
o f  c lients co m in g  for co u n se llin g  to an o ffice  in the C ity o f  L ondon. T his w ou ld  a llo w  for 
p o ssib le  com parison  o f  som e o f  the data to be m ade w ith  a sam ple that d id not com e from  
a particular organ isation /com pany (this analysis is not included  in  the report). The  
qu estion s from  the reduced O SI w o u ld  then b e  grouped to produce s ix  stress factors: 
Factors intrinsic to the job; M anagerial role; R elationsh ips w ith  others; Career and 
achievem ent; O rganisational structure and clim ate, and H om e/w ork  interface. A  further 
m easure w as a lso  u sed  labelled  Total w ork  stress, this w as obtained b y  taking the m ean o f  
the m ean sum s o f  all the s ix  w ork  stress factors. The subjects scored  each item  on a sca le  
o f  1-5 as b e lo w  w ith  respect to h o w  m uch each the item  applied  to them:
N o t at A  little Q uite a
all b it M oderately bit E xtrem ely
1 2 3 4 5
T h ese scores w ere recorded as the raw  data and then those item s that applied  to particular  
factors w ere sum m ed and that sum  w a s d iv id ed  b y  the num ber o f  item s in that factor. T his  
fin a l figure w as taken as the score for each  factor for that subject. Thus each subject w o u ld  
have a m ean score for each o f  the 6 factors ranging from  1 to 5, w here the higher the scores 
ind icated  greater stress w ith  respect to that factor. A  fiv e  point sca le  w as u sed  as it is 
b eliev ed  that having  a m id point is easier for subjects to respond to w h en  clients are not 
sure, either w ay , as h o w  to respond.
E ach factor look ed  at the fo llo w in g  issu es in v o lv ed  in w ork stress:
F a c to rs  in tr in s ic  to  th e  jo b  in v o lv ed  stress caused  by, for exam ple, poor p h ysica l w ork ing  
conditions and the e ffects o f  changes in sh ift w ork. It also included  issu es around w ork  
overload  either quantitative (i.e . h av in g  too m uch to do) or qualitative (i.e . b e in g  too  
difficu lt) and w ork ing long  hours. T he latter o f  course has con seq u en ces on the 
em p lo y e e ’s productiv ity  and creativ ity  as a tired em p loyee  takes longer to produce w ork  
(hence has to w ork  ev en  longer hours) and is lik e ly  to m ake m ore errors. L on g  hours w ill  
also  affect relationships at hom e. T h ese  factors also included  jo b  under-load associated  
w ith  repetitive, routine, boring and under stim ulating w ork w h ich  has been  associated  w ith  
ill health. T his in sum  takes in w orkload , variety o f  tasks and rates o f  pay. Four item s
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Item  exam ple for this factor: I  h a v e  h a d  f a r  to o  m u ch  w o r k  to  d o .
Managerial role, i.e . a p erson ’s role at w ork  w as seen  as another m ain  source o f  
occupational stress, in v o lv in g  role am biguity  (i.e . con flic tin g  jo b  dem ands), resp on sib ility  
for p eop le  and con flic ts stem m ing from  lack  o f  clarity o f  organisational boundaries. This 
is concerned  w ith  h o w  individuals p erceive the expectations others have o f  them . Four  
item s contributed to this factor (item s 16, 17, 25  and 30). (C ronbach alpha internal 
reliab ility  test for this item  w ith  N  =  2291  w as .68).
Item  exam ple for this factor: I  h a v e  e x p e r ie n c e d  c o n f l ic t in g  j o b  ta sk s .
P oor Relationships with others at w ork  creates stress. This included  the nature o f  the 
relationships and socia l support from  w ork co lleagu es and from  hom e, m anagers and 
subordinates and w hether they experience harassm ent or b u lly in g  at w ork from  co lleagu es  
or m anagem ent. It also related to the con flic ts p eop le  m ight experience b etw een  their ow n  
valu es and those o f  the organisation. T w o item s contributed to this factor (item s 13 and  
27). (C ronbach alpha internal reliab ility  test for this item  w ith  N  =  2291 w as .56).
Item  exam ple for this factor: I  h a v e  e x p e r ie n c e d  a  la c k  o f  s o c ia l  s u p p o r t .
Career and achievement problem s w ere another m ajor source o f  stress arising from  such  
th ings as the im pact o f  over prom otion, under prom otion , lack  o f  job  security , fear o f  
redundancy and thwarted am bition. T his includes in d iv id u a ls’ perception o f  their career 
d evelopm ent, their prom otion prospects and perceived  threats o f  redundancy. T w o  item s  
contributed to this factor (item s 2 0  and 28). (C ronbach alpha internal reliab ility  test for 
this item  w ith  N  =  2291 w as .72).
Item  exam ple for this factor: I  h a v e  f e l t  u n d e rv a lu e d .
A nother potential source o f  occupational stress w as related to Organisational structures 
and climate, w h ich  included  such factors as o ffice  p o litics , lack  o f  e ffec tiv e  consultation , 
lack o f  participation in  the d ecision -m ak in g  p rocess and restrictions on behaviour. 
Therefore this in v o lv es problem s arising out o f  bureaucracy, com m unication  prob lem s and
contributed to this factor (items 7, 12, 15 and 21). (Cronbach alpha internal reliability test
for this item with N = 2291 was .69).
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Item  exam ple for this factor: I  h ave e x p er ie n ced  a  lack  o f  consu lta tion  a n d  com m unication.
A  m ajor source o f  stress and one w h ich  is frequently brought to cou n se llin g  is the e ffec t  
that w ork  pressures (su ch  as fear o f  jo b  lo ss , b lock ed  am bition, w ork  overload, etc) have  
on  the fam ilies o f  em p loyees i.e . H o m e /w o r k  in ter fa ce . E m p loyees w h o  w ork  lo n g  hours 
are too  tired to g iv e  quality  tim e to their sp ou ses and/or children. That n eg lect can result in  
d om estic  con flic t and p o ssib ly  even tu a lly  relationship  break-up. T his, in  its turn, affects  
the em p lo y ee ’s w ork  perform ance, as d isharm ony at hom e w ill  a ffect the em p lo y ee ’s 
concentration at w ork. E m p loyees under norm al circum stances find h om e a refuge from  
the com petition  and dem anding environm ent o f  w ork, a p lace w here they can get support 
and com fort. H ow ever, w h en  there is a career crisis, for exam ple, the tensions the 
ind ivid ual brings w ith  them  into the fam ily  a ffect the spouse and hom e environm ent in  a 
w a y  that m ay not m eet their sanctuary expectations. S even  item s contributed to this factor  
(item s 8, 11, 14, 19, 23 , 2 4  and 29). (C ronbach alpha internal reliab ility  test for this item  
w ith  N  =  2291 w as .77).
Item  exam ple for this factor: I  h a v e  b e e n  ta k in g  w o r k  h o m e
4 .5  In v e n to r y  o f  In te r p e r so n a l P ro b lem s -  32  (IIP 3 2 )
T he w ork stress sca le  w as fo llo w ed  b y  the ‘S e lf  D e sc r ip t io n ’ sca le  this w as in fact a sca le  
better know n as the Inventory o f  Interpersonal Problem s - 32  (IIP32) as d evelop ed  b y  M . 
B arkham  and G. H ardy originally  from  the U n iversity  o f  S h effie ld  (Barkham  et al, 1994  
and 1996). T his w as d eve lop ed  as a shortened form  o f  an inventory d esign ed  b y  H orow itz  
et al (1 9 8 8 ) in U .S .A ., w h ich  contained  127 item s. This sca le  w as ch osen  on the 
understanding that the reactions to stressfu l situations could  vary dependin g on personality  
d ifferen ces, as can be illustrated b y  d ifferen ces in  h o w  individuals relate to others, in this 
case, particularly at w ork. T his sca le  contained 8 sub-scales lab elled  as fo llow s: Hard to 
b e S ociab le, A ssertive , Supportive and Involved; and B eing: T oo A g g ressiv e , O pen, 
Caring and D ependent.
H a rd  to b e  so c ia b le  =  D ifficu lties  in  b e in g  sociab le  w ith  other p eop le . Four item s 
contributed to this factor (1 , 3, 7 and 9). (C ronbach alpha internal reliab ility  test for this 
item  w ith  N  =  2291 w as .85).
morale in the organisation. Four items contributed to this factor (items 9, 10, 22 and 26).
(Cronbach alpha internal reliability test for this item with N = 2291 was .81).
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Item  exam p le for this factor: I t  is  h a r d f o r  m e  to  j o i n  in  on  g r o u p s .
H a r d  to  b e  a sser tiv e  =  D ifficu lties  in  asserting o n e se lf  in  relation to the dem ands o f  
other p eop le . Four item s contributed to this factor (2 , 4 , 6 and 11). (C ronbach alpha  
internal reliab ility  test for this item  w ith  N  =  2291  w as .32).
Item  exam p le for this factor: I t  is  h a r d  f o r  m e  to  b e  a s s e r t iv e  w ith  a n o th e r  p e r s o n .
H a rd  to  b e  su p p o r tiv e  =  D ifficu ltie s  in putting the n eed s o f  others before those
o f  on eself. Four item s contributed to this factor (13 , 14, 15 and 16). (C ronbach alpha 
internal reliab ility  test for this item  w ith  N  =  2291  w as .80).
Item  exam p le for this factor: I t  is  h a r d f o r  m e  to  b e  s u p p o r t iv e  o f  a n o th e r  p e r s o n ’s  g o a ls  
in  life .
H a rd  to b e  in v o lv e d  =  D ifficu lties  in  d eve lop in g  or m aintaining a c lo se  person  
relationship  w ith  another person. Four item s contributed to this factor (5 , 8, 12 and 19). 
(C ronbach alpha internal reliab ility  test for this item  w ith  N  =  2291 w as .78).
Item  exam ple for this factor: I t  is  h a r d f o r  m e  to  e x p e r ie n c e  a  f e e l i n g  o f  lo v e  f o r  a n o th e r  
p e r s o n .
B e in g  to o  a g g ress iv e  =  D ifficu lties  in  controlling ones fee lin g s w ith  other peop le. 
Four item s contributed to this factor 20 , 2 1 , 28  and 30). (C ronbach alpha internal 
reliab ility  test for this item  w ith  N  =  2291  w as .70).
Item  exam ple for this factor: I  f i g h t  w ith  o th e r  p e o p le  to o  m u ch .
B e in g  too  o p en  =  D ifficu lties  in  settin g  a boundary b etw een  appropriate and
inappropriate se lf-d isc losu re . Four item s contributed to this factor (10  and 17 {converted  
scores i.e . scores w ere reversed}, 24  and 2 9 ). (C ronbach alpha internal reliab ility  test for 
this item  w ith  N  =  2291  w as .66).
Item example for this factor: I  tell personal things to other people too much.
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Being too caring =  D ifficu ltie s  created b y  responding to the needs o f  others, at 
the exp en se  o f  m eetin g  ones ow n  n eed s. Four item s contributed to this factor (item s 18, 25 , 
26  and 32). (C ronbach alpha internal reliab ility  test for this item  w ith  N  =  2291  w as .77).
Item  exam ple for this factor: I t  is  h a r d f o r  m e  to  a t t e n d  to  m y  o w n  w e lfa r e  w h e n  s o m e b o d y  
e l s e  is  n e edy.
Being too dependent =  D ifficu ltie s  w ith  independence; va lu in g  o n e se lf  m ore in  term s 
o f  h ow  others see  one se lf. Four item s contributed to this factor (22 , 23 , 27  and 31). 
(C ronbach alpha internal reliab ility  test for this item  w ith  N  =  2291  w as .69).
Item  exam p le for this factor: I  w a n t  p e o p l e  to  a d m ir e  m e  to o  m u ch .
A s w ith  the stress sca le  subjects w ere required to score their resp on ses on a sca le  o f  1-5 
m arking w h ich  b est represented h o w  m uch  the item  applied to them . A s before the raw  
scores w ere recorded but then the scores for tw o o f  the item s w ere reversed. T his w as for 
item  10 (T ell personal things to other peop le; and item  17 (O pen up and tell m y  fee lin g s to 
another person). Thus a score o f  5 b ecam e 1; 4  b ecam e 2; 2 b ecam e 4  and 1 b ecam e 5. 
Then the scores w ith in  each factor w as sum m ed and d iv id ed  b y  the num ber o f  item s in  that 
factor to get a m ean score for that factor for each subject.
T he results from  this sca le  w ere not presented  in this report as they  did not seem  to b e very  
sen sitive  to change for this group o f  subjects and for reasons o f  lim ited  space but can be  
found in the appendix B 7.
4.6 Problems and Complaints
The n ext questionnaire sca le look ed  at Problem s and C om plaints w hich  w as a w a y  to look  
at the sym ptom s w h ich  can be seen  as w arning signs that the individual w as exp erien cin g  
stress. T his sca le  w as taken from  a b o o k  ca lled  'M anaging Stress' (C ranw ell-W ard, 1987)  
and u sed  b y  the EA P provider organisation  in  m any w orkshops on stress. T he resp on ses  
w ere d iv id ed  into fiv e  su b -sca les as fo llow s: E m otional reactions; D isruption o f  thought 
processes; P h ysica l illness; B ehavioural indications and P o sitiv e  reactions. T his sca le  
con sisted  o f  a 35 item  sca le  and these item s w ere grouped into the fiv e  above factors. A s  
above the subjects w ere required to respond on a 5-p oin t sca le  w ith  w hatever score  
m atches h ow  the item  statem ent applies to them . A ga in  the raw scores for each factor
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T he type o f  sym ptom s that w ou ld  fa ll into the group labelled  ‘Emotional reactions’ 
included  b ein g  irritable, fee lin g  angry and aggressive , anxious, depressed , exp erien cin g  
m o o d  sw in gs or w ithdraw ing from  p eop le . S ev en  item s contributed to this factor (item s 1, 
8, 11, 18, 25 , 29  and 34). (C ronbach alpha internal reliab ility  test for th is item  w ith  N  =  
2291  w as .90).
Item  exam ple for this factor: B e e n  ir r i ta b le .
Stress can ‘Disrupt thought processes’ b y inhib iting the receipt o f  inform ation; the ab ility  
to so lv e  problem s and m ake decision s; the ab ility  to be creative and retrieve inform ation. 
S even  item s contributed to this factor (item s 2, 5, 13, 16, 22 , 28  and 32). (C ronbach alpha  
internal reliab ility  test for this item  w ith  N  =  2291  w as .87).
Item  exam ple for this factor: H a d  d if f ic u lty  c o n c e n tr a tin g  f o r  a n y  le n g th  o f  tim e .
M ed ical experts generally  agree that m an y illn esses are stress-related, w ith  each person  
having  particular vu lnerabilities w ith  respect to physica l ailm ents, w h ich  w ere responses to 
stress. So  ‘Physical illness’ w as an im portant m easure o f  lev e ls  o f  stress b ein g  
m anifested . S even  item s contributed to this factor (3 , 9, 14, 21 , 23 , 27  and 31 ). (C ronbach  
alpha internal reliab ility  test for this item  w ith  N  =  2291  w as .78).
Item  exam ple for this factor: B e e n  t i r e d  e v e n  w h e n  w a k in g  u p  in th e  m o rn in g .
‘Behavioural indications’ are sign s o f  changes in  behaviour that can b e  observed  and  
recogn ised  m ore easily , particularly b y  other p eop le . A n  over stressed person  m ay desire  
to escape, b y  avoid in g  contact w ith  p eop le . Such responses w ill in clu d e poor sleep in g  
habits, e x cess iv e  drinking or eating, lo ss  o f  appetite, m issed  appointm ents, lateness, 
avo id in g  contact w ith  p eop le , tim e o f f  w ork  or changed driving behaviour. S even  item s  
contributed to this factor (item s 6 , 12, 17, 2 0 , 2 6 , 30  and 33). (C ronbach alpha internal 
reliab ility  test for this item  w ith  N  =  2291  w as .66).
were summed and divided by the number items included in each individual factor, this was
seen as the mean score for that item for each factor for that subject.
Item example for this factor: Found your eating patterns have altered.
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‘P o s it iv e  r e a c t io n s ’ w ere  those w here the effec ts  o f  stress can be p ositive , w here there can  
b e fee lin g s o f  b e in g  fu ll o f  energy and enthusiasm  and being  able to accom p lish  m uch  
greater vo lu m es o f  w ork  than usual but this sh ou ld  not be a llow ed  to continue for lon g  
periods o f  tim e as burn-out is lik e ly  to result. S ix  item s contributed to this factor (item s 4, 
7, 15, 19, 2 4  and 35 ). (C ronbach alpha internal reliab ility  test for this item  w ith  N  =  2291  
w a s .67).
Item  exam p le for this factor: B e e n  a c h ie v in g  f a r  m o r e  w o r k  th a n  u s u a l
T he results from  this sca le  w ere not presented  in  this report for reasons o f  lim ited  space  
and b ecau se it appeared that the m easure som ew h at overlapped the m easures presented  
under cop in g  strategies, but the analysis o f  these variables can be found in the appendix  
B 8 .
4 .7  L ife  E v en ts  S ca le
T he fourth sca le  w as the H o lm es and Rahe (1 9 6 7 ) ‘L ife Events S c a le ’ (a lso  k now n as the 
S ocia l R eadjustm ent R ating Scale), w h ich  gave a score to every  stressful even t that w as 
experience in  the last year. T hese experien ces m o stly  in vo lved  the p erson’s personal life  
and w here they w ou ld  exp erien ce various d egrees o f  g r ie f  due to loss and change. This 
score and that m easured on the w ork stress sca le w ou ld  together b e a m easure o f  the total 
stress b e in g  experien ced  b y  that individual. For this questionnaire the subjects w ere  
required to ju st tick  w h ich  stressful life  even t had occurred to them  in  the last year. This 
m easure w as scored  as directed b y  H om es and R ahe, as each item  w as w eigh ted  
differently. T he h igher the score the greater the stress indicated. T he scores recorded for  
each subject w ere then sum m ed to g iv e  an overall score for the total score for the stress 
experienced  during the last year for that subject.
Item  exam ple for this scale: D e a th  o f  s p o u s e /p a r tn e r  (score =  100).
T he results from  this sca le  w ere not presented in  this report for reasons o f  lim ited  space, 
but can be found in  the appendix BIO.
4 .8  C o p in g  m ea su re
T his scale look ed  at the w ays in  w h ich  the subjects responded to their stress. T his sca le  
w as taken from  a large study on stress am ongst health w orkers (H am m ond et al, 1992). 
H ow ever, a num ber o f  item s w ere added to exam ine the frequency o f  responses w here the 
ind ividual m ight ch o o se  to talk to som eon e about their problem s i.e. their GP, a private
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therapist or the organ isation ’s co u n se llin g  service. The original cop in g  m od el sca le  w as  
d ev ised  b y  Lazarus and Folkm an (1 9 8 4 ). It suggested  a variety  o f  cop in g  strategies and 
the sca le  derived  from  factor analysis o f  the data w ith in  the H am m ond et al study ech oed  
th ese. T he sca le  aim ed to exam ine the fo llo w in g  cop in g  response styles:
Rational actions
T his reflected  a sty le  that in v o lv ed  co p in g  w ith  stress b y  adopting a strategy o f  rational 
actions w h ich  m ay  be considered  a h ealth y  process. A n  exam ple o f  this kind o f  strategy is 
to break the problem  into sm aller parts and tackle each one in turn or separately. S ix  item s  
contributed to this factor (item s 1, 3 , 8, 17, 2 6  and 34). (Cronbach alpha internal reliab ility  
test for this item  w ith  N  =  2291 w as .57).
Item  exam p le for this strategy: P a s s  w o r k  o n to  o th e r s  a s  m u ch  a s  p o s s ib le .
Palliative actions
T he p allia tive  action  option  m ay b e le ss  healthy sin ce  it does not in v o lv e  a direct attem pt to 
approach the source o f  the stress. A n  exam p le o f  this kind o f  strategy is to take com fort in  
other th ings such as w atch ing  te lev isio n , or u sin g  a d isp lacem ent activ ity  such  as a hobby. 
F ive  item s contributed to this factor (item s 2, 6 , 9, 23 and 33). (C ronbach alpha internal 
reliab ility  test for this item  w ith  N  =  2291  w as .53).
Item  exam p le for this strategy: T ry  to  f o r g e t  i t  b y  w o r k in g  a t  m y  h o b b ie s .
Social support
S eek in g  socia l support is p o ssib ly  a m ore healthy strategy and m ay  include such actions as 
in v o lv in g  fe llo w  w orkers in  the prob lem  or talking things over w ith  a friend. B ut this 
resp on se cou ld  also be seen  as avoid an ce response, in  that the subject cou ld  ch o o se  to 
b ecom e in v o lv ed  in  other soc ia l activ ities to distraction their attention aw ay from  w ork  
stress. B ut this m ay serve to lessen  the perception o f  stress at w ork b y  reappraising its 
im portance and b y  ach iev in g  better w ork /life  balance. T en item s contributed to th is factor  
(item s 4 , 10, 12, 14, 18, 21 , 24 , 30 , 31 and 36). (C ronbach alpha internal reliab ility  test for 
this item  w ith  N  =  2291  w as .71).
Item example for this strategy: Talk things over with a friend.
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Depressive response
D ep ressiv e  response is seen  as an unhealthy response. In this case  the problem  b ecom es  
in ternalised  or ‘bottled  u p ’ and the individual d eve lop s a fee lin g  o f  p o w erlessn ess or not 
fee lin g  in  control. T his m anifests it s e lf  b y  a ffec tiv e  sym ptom s su ch  as lo ss  o f  sleep , 
b eco m in g  w ithdraw n and lethargic. It is arguable w hether this in ternalisation  is actually  a 
co p in g  strategy rather than an indication  o f  the failure to cop e. H ow ever , depressive  
resp on se can be a learnt response from  m od els in  fam ilies, o f  w ays to deal w ith  d ifficu lties, 
so  it m ay  be said  to b e a learnt dysfu n ction al co p in g  response. S ix  item s contributed to this 
factor (item s 5, 13, 22 , 27 , 29  and 32 ). (C ronbach alpha internal re liab ility  test for this 
item  w ith  N  =  2291  w as .75).
Item  exam p le for this strategy: G e t d e p r e s s e d .
Emotive response
E m otive  response, i.e. exp ressin g  em otion s under stress is seen  as p o ss ib ly  healthy w ith in  
lim its. C ertainly suppression  o f  em otion  m ay lead  to p sych o log ica l and p h ysica l ill-health  
(G rossarth-M aticek et al, 1985); but ex cess iv e  em otion al expression  is a lso  associated  w ith  
p h ysica l illn ess (Sm ith  and P ope, 1991), not to m en tion  the effect that this m ight have on  
peers at w ork  or fam ily  or sp ou ses. A  p ositive  exam p le o f  this cop in g  strategy w ill be to 
express on es fee lin g s to those w h o  m ay have b een  responsib le for the stress. Four item s 
contributed to this factor (item s 7, 16, 25  and 3 5 ). (C ronbach alpha internal reliab ility  test 
for this item  w ith  N  =  2291  w as .58).
Item  exam p le for this strategy: C o m p la in  to  th e  p e o p l e  r e s p o n s ib le .
Passive response:
T he p a ssiv e  response is an unhealthy strategy as the individual sim p ly  accep ts the stressful 
situation  and lets things happen w ithout attem pting any intervention. E xam p les could  be  
taking tim e o f f  w ork or having  a drink to try to forget about it, h op in g  it w ill  go  aw ay b y  
itse lf. S ix  item s contributed to this factor (item s 11, 15, 19, 20 , 28  and 37). (Cronbach  
alpha internal reliab ility  test for this item  w ith  N  =  2291  w as .39).
Item  exam p le for this strategy: S im p ly  g iv e  in a n d  w a i t  f o r  th e  in e v ita b le .
Further sca les w ere added to the questionnaires distributed to the co u n se llin g  clients w hich  
w ere not present in  the ‘W ell-b e in g ’ study.
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4. 9 Mental Health Scale (MHI5) of the SB166 Short-Form Health Survey
T he M H I-5 has b een  in  u se  for several years as part o f  the SB  166 Short Form  H ealth  
S urvey  (e .g . Jenkinson et al., 1997; Schneider and V arghese, 1995; Stew art et al., 1988)  
and on  its ow n  as a m easure o f  m ental health (e .g . B erw ick  et al., 1991). Its develop m en t, 
reliab ility  and va lid ity  have been  w e ll docum ented  and the S F -36  H ealth Survey M anual 
p rovides a syn op sis o f  this ev id en ce (W are et al., 1993). The SF -36  H ealth S urvey  M anual 
contains norm s for the general populations o f  the U S  and U K , together w ith  norm ative data  
for various m ed ica l con d ition s includin g hypertension, con gestive  heart failure, diabetes, 
m yocardial infarction and clin ica l depression , although not for a screened  n on-d istressed  
population .
It has b een  c la im ed  that, perhaps the m ost im p ressive  results o f  the M H I-5 pertain to its 
va lid ity  in discrim inating psychiatric patients from  those w ith  other m ed ica l con d ition s ... 
‘M H I-5 d iscrim inated b etw een  patients w ith  m ajor depression , severe a ffective  disorder, 
and anxiety  disorders identified  b y  the d iagn ostic  in terview  schedule as w e ll as or better  
than ... three longer sc a le s ’.. (W are and Sherboum e, 1992).
In addition, h igh  internal con sisten cy  reliab ilities have also b een  reported b y  studies citin g  
Cronbach alphas ranging from  around 0 .8 2 /3  (e .g ., R andom  sam ple o f  U K  population , 
N = 9 ,3 3 2 , Jenkinson et al., 1993a and 1993b; m ail survey random  sam ple o f  U S  
population , N = l ,6 9 2 ,  M cH o m ey  et al., in  rev iew ) to 0 .95 , (e .g . U K  general practice, 
population , N = l ,5 8 2 ,  Brazier et al., 1992), though in  this study C ronbach alpha for this 
m easure w as .54  w ith  N  =  305 . R eported e ffec t s ize  (W are et al., 1993, S F -36  H ealth  
S urvey  M anual, pp.9:21 to 9 :23) o f  the m ental health sca le w as 1.65, w here e ffec t s ize  
equalled  the d ifference b etw een  m inor m ed ica l group and group w ith  serious psychiatric  
conditions d ivided  b y  the standard deviation  o f  the general population.
T he m ental health subscale, the M H I-5, con sists o f  fiv e  item s m easuring m ental health in  
term s o f  p sy ch o lo g ica l distress and em otion al w e ll-b e in g  on a s ix  point sca le  (1 -6 , N o n e  o f  
the tim e - A ll o f  the tim e) m easuring the in tensity /frequency o f  c lients em otion a l fee lin g s  
over the previous m onth. It includes one or m ore item s from  each o f  the four m ajor m ental 
health  d im ensions (anxiety, depression , lo ss  o f  behavioural or em otion al control, and  
p sy ch o lo g ica l w e ll-b e in g ) confirm ed in factor analytic studies o f  the fu ll length 38 item  
M H I from  w h ich  the M H I-5 w as derived.
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W h en  scoring the M H I-5 in the present study item s w ere first cod ed  on a 1 to 6 sca le , 1 =  
N o n e  o f  the tim e and 6 =  A ll o f  the tim e. A ll item s are then re-coded  so that a h igh  score  
indicated better m ental health. T herefore, a subject fee lin g  b lu e - none o f  the tim e =  has 
their original score recoded  from  a 6 to a 1 , but a subject fee lin g  happy and calm  - all o f  
the tim e =  k eep s h is/her orig inally  g iv en  score o f  6 . T herefore item s 1, 2 and 4  had to be  
recoded. A fter item  recoding, the score  on  each item  w as sum m ed to form  the raw score o f  
the scale (W are et al., 1993). T he raw  score o f  the M H I-5 sca le  w as then transform ed to a 
sca le  o f  0 -1 0 0  u sin g  the form ula ou tlin ed  b e lo w  taken from  the S F -36  H ealth Survey  
M anual (W are et ah, 1993), g iven  that the lo w est p o ssib le  score= 5 , the h igh est p o ssib le  
score= 30  and the p o ssib le  range=25.
S F -36  T ransform ed sca le  =  SF transform ing =  (x -5 )4
T his transform ation converts the lo w est and h igh est p ossib le  scores to zero and a hundred  
resp ectively . S cores b etw een  these v a lu es represent the percentage o f  the total p ossib le  
score ach ieved  (W are et ah 1993, S F -3 6  H ealth  Survey M anual). Transform ed scores can  
then be com pared w ith  p rev iou sly  published  norm s w h ich  use transform ed scores  
(Jenkinson et ah, 1997; M cH o m ey  et ah 1992).
A s  the m ental health rating w as not m ade during stage 1, the ‘W ell b e in g 5 study to get a 
norm ative scores to u se  in stages 2 -4 , the norm  used  w as taken from  a study o f  the general 
public  in the U nited  K ingdom  (m ea n = 7 4 .0 7 , s .d .= 17 .07 , N = 8 2 0 4 ) by  Jenkinson  et ah
(1 9 9 7 ).
T his scale asked: H o w  m u ch  d u r in g  th e  la s t  w e e k  h a v e  y o u . . .
Item  exam ple: b e e n  a  v e i y  n e tw o u s p e r s o n ?
4.10 Work Functioning scale
H o w  m uch im pact m ental health serv ices have on the em ployee's capacity to contribute to 
w ork-related productivity and profitab ility  is a k ey  issu e  for purchasers and m anagers o f  
m ental health serv ices. A  num ber o f  studies have reported the e ffects o f  m ental health  
problem s on w ork function ing e.g . W ells  et ah (1 9 8 9 ) and the e ffects o f  m ental health  
interventions in help in g  to restore w ork  function ing (e .g ., Firth and Shapiro, 1986; 
M cD on n ell D ou g las Corporation E A P A u d it (1989a); M intz et ah (1992)).
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T he W ork F unction ing sca le (W F S ) is a self-reporting m easure that a ssesses p erceived  
se lf-e ff ica c y  or capacity to en gage in  w ork behaviours. It is a fiv e  item  sca le  taken from  
the H ow ard, L ueger and O ’M ah on ey  (1 9 9 1 ) Current L ife  F unction ing sca le . L ueger and  
H ow ard further found that the w ork  function ing  o f  psychotherapy patients reported internal 
reliab ility  o f  a  1= 0 .8 4  (N  =  4 3 4 )  and a test-retest reliab ility  o f  0 .8 4  (N  =  92). In this study  
C ronbach alpha for this m easure w as .79  w ith  N  =  3 0 5 . In addition, they  found m oderate  
ev id en ce  for the concurrent va lid ity  w ith  other m easures, based  on correlations b etw een  
W FS scores and patients sym ptom atic d istress (r =  0 .5 6 ), SC L 90 C h eck list score 
(D erogatis, 1977); and c lin ic ia n ’s ratings o f  global function ing  (r ranging from  0.01 to 
0 .5 8 ), m easured b y  the G lobal A ssessm en t scale (E ndicott et al., 1976) and the L evel o f  
F unction ing sca le  (Carter and N ew m a n , 1981).
For each item  on  the fiv e  item  w ork  function ing sca le  c lien ts w ere asked to indicate on a 
fiv e  point sca le  (1 =  N o t at all, 2 =  A  little bit, 3 =  M oderately , 4  =  Q uite a lo t and 5 =  
E xtrem ely) h o w  m uch their em otion al or p sy ch o lo g ica l problem s interfered w ith  d ifferent 
aspects o f  their w ork  function ing (i.e ., ab ility  to perform  routine tasks at w ork, interactions  
w ith  other p eo p le  at w ork, ab ility  to concentrate or com p lete  tasks at w ork, perform ance at 
w ork, and d ev e lo p in g  and m anaging  their job ). In the present study, clien ts w ere asked  to 
state both their w ork  and personal problem s and therefore the instructions w ere sligh tly  
m od ified  b y  ask ing  c lients to rate h o w  m uch their problem s, instead o f  their em otion al or 
p sy ch o lo g ica l problem s, interfered w ith  their w ork  function ing. Each item  o f  the sca le  w as  
scored  and the m ean score for the sca le  w as calculated, the higher the m ean score the 
w orse the w ork  functioning.
A s the w ork  function ing  sca le  w as not u sed  during stage 1, the ‘W ell b e in g ’ study, to get a 
norm ative scores to use in  stages 2 -4 , the norm  u sed  w as taken from  a sim ilar study in  the 
U nited  K in gd om  (m ean= 1 .94, s .d .= 0 .8 4 , N = 8 0 8 ) b y  W orrall,1999).
This sca le  asked: H o w  m u ch  y o u r  p r o b le m s  in te r f e r e d  w i th  e a c h  o f  th e  w o r k  fu n c t io n s  
s ta te d :
Item  exam ple: W ith  m y  a b i l i ty  to  p e r f o r m  r o u tin e  ta s k s  a t  w o rk .
4.11 Personal Functioning
T his w as d esign ed  to com p lim en t the w ork  function ing sca le  and w as a self-reporting sca le  
that con sisted  o f  tw o item s a ssessin g  h ow  c lien t’s problem s interfered w ith  their h om e life
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and personal relationships. T he personal function ing sca le  u sed  the sam e sca le  as the w ork  
fu n ction in g  sca le , for each item  clien ts w ere asked to indicate on  a fiv e  p oin t sca le  (1 =  N o t  
at all, 2 =  A  little bit, 3 =  M oderately , 4  =  Q uite a lo t and 5 =  E xtrem ely) the extent to 
w h ich  their problem s interfered w ith  their personal function ing. A gain , each  item  o f  the 
sca le  w as scored  and the m ean score for the sca le  w as calculated, the higher the m ean  
score the w orse the personal function ing.
A s  the personal function ing  sca le  w as n ot u sed  during stage 1, the ‘W ell b e in g ’ study, to  
get a norm ative scores to u se  in  stages 2 -4 , the norm  u sed  w as taken from  a sim ilar study  
in  the U nited  K ingdom  (m ean=  2 .2 3 , s .d .= 0 .9 9 , N = 8 1 0 ) b y  W orrall,1999). In this study  
C ronbach alpha for this m easure w as .83 w ith  N  =  236 .
T his sca le asked: H o w  m u ch  y o u r  p r o b le m s  in te r fe r e d  w ith  e a c h  o f  th e  w o r k  fu n c t io n s  
s ta te d :
Item  exam ple: w ith  m y  p e r s o n a l  r e la t io n s h ip s .
4 .1 2  M e a su r e  o f  ‘P r e se n te e ism ’
F in a lly  respondents w ere asked to rate h ow  effec tiv e /e ffic ien t th ey  felt they w ere at work. 
T his w as to be u sed  as a subjective estim ate o f  ‘p resen teeism ’ w h ich  w ou ld  b e m atched  
against their salary and hen ce a figure cou ld  be produced for the estim ated co st o f  their 
reduced perform ance arising out o f  the stresses they  w ere experiencing. T his figure  
together w ith  the figure produced w h en  com puting sick n ess lev e ls  w ith  salaries, w ill  g iv e  a 
total figure for the estim ated  cost o f  stress to the cou n cil w h en  extrapolated from  the 
sam ple size . T he respondents w ere a lso  asked about their aw areness o f  the s ta ff  support 
serv ices (E A P ) on offer, w hether they  m inded  b ein g  fo llo w ed  up at a later stage and w ere  
g iv en  an opportunity to g iv e  any com m en ts they m ight w ish  to m ake. T o  m easure the 
lev e l o f  ‘p resen tee ism ’ the subjects w ere asked  to score th em selves on a sca le  o f  0% to 
100% h o w  effec tiv e /e ffic ien t they fe lt th ey  w ere b ein g  at present at work.
4 .1 4  E ffe c t sizes an d  c lin ic a lly  s ig n if ic a n t  an d  re lia b le  c h a n g e
E ffect sizes have been  w id e ly  used  in  psychotherapy outcom e research as an index o f  
m agnitude o f  effect. The m ethod utilised  to calculate effect size w as based on a com parison o f  
pre- and post- counselling scores (K azdin, 1994) and is outlined b elow  together w ith  the 
effect size  for each outcom e m easure used. Es w as calculated by  K azdin w ho proposed effect 
size  estim ate (augm ented to increase pow er) based on pre- and post m easure scores, Es =  m 2 -
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m i/ sd (for baseline norm  or the norm in other studies) w here mi =  pre-counselling m ean, m 2 
=  post-counselling m ean. This w as further extended to look  at the Es at the fo llow -up  stage  
also. In this case m 2 =  fo llow -u p  mean. The effect size  a lso  a llow s for an exam ination  o f  the 
proportion o f  subjects w h o  h ave im proved (A ndersen  and Lambert, 1995).
Another frequently adopted criterion for m easuring change in  psychotherapy studies is the use  
o f  c lin ically  significant change. It has been  pointed  out that statistical d ifference can be  
ach ieved  b etw een  pre- and post-therapy v ia  a sm all degree o f  change i f  that change w as  
experienced  b y  m o st c lien ts. T h is w as seen  as u n lik e ly  to be o f  va lu e either to the c lien t or 
to the practitioner (M u llin  et al, 2 0 0 6 ). Thus the con cep t o f  c lin ica lly  sign ifican t change  
w as used. This is a con cep t w id e ly  used  w ith in  psychotherapy studies for the m easurem ent 
o f  c lin ica lly  m ean in gfu l client change (Jacobson et al, 1884, 1986; Jacobson  and 
R evenstorf, 1988; Jacobson and Truax, 1991). Jacobson and Traux d efin e c lin ica lly  
sign ificant im provem ent as c lients entering therapy as part o f  a dysfu n ction al population  
and b y  the end o f  therapy they are n o-lon ger part o f  that population or are part o f  the 
norm ative population . W h ile  a m ean m ight change through the stages o f  the study and the 
change b etw een  stages can be sign ificant, and this w ou ld  be seen  as a ‘R eliab le  C hange  
In d ex ’ (M ullin  et al, 2 0 0 6 ), i f  that m ean does not reached a lev e l w here it w as no longer  
sign ifican tly  different from  the norm , it cannot be said  to have gon e through c lin ica lly  
sign ificant change (M u llin  et al, 2 0 0 6 ). Jacobson and Traux’s outlined tw o statistical criteria 
for the assessm ent o f  c lin ically  significant change for individual cases.
The first criterion assesses w hether or not a clien t’s post-therapy score represents a c lin ically  
significant outcom e in  terms o f  whether or not it falls w ithin the functional population range 
(i.e ., above the cut o f f  score delineating functional and dysfunctional populations). T hey  
propose three different definitions o f  clin ically  significant outcom e: (a) C lient’s post­
intervention score m oves outside the range o f  the dysfunctional population on the m easure in 
question; (b) C lient’s post intervention score represents a return to norm al functioning i.e., 
m oved  inside the range o f  the normal population; (c) C lient’s post-intervention score is m ore 
likely  to be in  the functional than the dysfunctional population. T hey also propose three 
different m ethods o f  calculating each defin ition’s respective cut o f f  score.
The present study considered the use o f  definition (b) to be the m ost appropriate as this best 
fits our conceptualisation o f  a significant outcom e as being  that o f  returning clients to normal 
levels o f  functioning w here their m ean scores are no longer significantly different from  the 
baseline norm (as taken from  the ‘W ell-b ein g’ study) or the norm as obtained from  other
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studies (as per m ental health, w ork and personal functioning). Criterion (b) defines successfu l 
outcom e as ‘the level o f  functioning subsequent to therapy should fall w ithin the range o f  the 
functional or normal population, w here range is defined as w ithin  tw o standard deviations o f  
the m ean o f  that population’.
Though Barkham et al. (1996) noted that general population w ill include som e individuals 
w ith  clin ica lly  significant levels o f  functioning (particularly w ithin  this study w hich  used  the 
sam e population from w h ich  the cou n sellin g  subjects cam e). T h ey  therefore propose the use  
o f  a tighter threshold for estim ating the lim it o f  the functional population, w here the range is 
defined as w ithin  one standard deviation o f  the m ean o f  the general population. Thus m uch o f  
the present study focu ssed  on w hether the m ean score for a particular variable for the various 
groups exam ined w as originally (pre-treatment) significantly different from the norm ative 
baseline m ean (or the norm) and w hether after counselling (post-treatment and follow -up) the 
resulting m eans fell w ithin the norm ative range i.e. w as no longer significantly different from  
the norm ative baseline m ean, i.e. w as w ithin  the range o f  one standard deviation o f  the m ean  
o f  the norm ative population.
For c lients to be c lassed  as sh ow in g  c lin ica lly  sign ificant change they  m ust have, at the 
start o f  cou n sellin g , scores considered  w ith in  the range o f  the dysfunctional population  i.e . 
outside the range o f  one standard deviation o f  the m ean o f  the norm ative population, and end  
o f  cou n sellin g  scores w ith in  the range o f  the functional population  i.e . w ithin  the range o f  
one standard deviation o f  the m ean o f  the norm ative population. Further, clients m ust a lso  
fu lfil a secon d  criterion o f  reliable statistical change.
T he criterion o f  reliable statistical change takes into account the reliab ility  o f  the outcom e  
u sed  w h en  assessin g  w hether the am ount o f  change is sign ificant. This is  m easured b y  
exam in in g  w hether the post-treatm ent condition  has m ove at least one standard d eviation  
(as defined  b y  the norm ative population ) aw ay from  the pre-treatm ent score and towards 
the function ing populations m ean i.e . that o f  the norm ative population . In general, this is  
seen  as a less  reliable m easure o f  change but the greater the d ifference b etw een  pre-therapy  
and end o f  therapy scores the m ore reliab le the m easure o f  change (Jacobson  and Truax,
1991).
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4.15 Questionnaire distribution 
Stage 1:
T he questionnaires w ere distributed in  July, 1996 to the S ocia l S erv ices departm ent and to  
Central S erv ices o f  N o rfo lk  C ouncil. In O ctober, 1996 the sam e questionnaire w as  
distributed to the E ducation departm ent. T h ese w ere sent out later as it w as fe lt that July, 
com in g  ju st prior to sch oo l h o lidays w o u ld  not be a good  tim e to obtain a fair response  
rate. A ll the questionnaires w ere sent out w ith  a tw o-page letter o f  exp lanation  sign ed  b y  
the D irector o f  P ersonnel (S ee  appendix F: questionnaires (B 1 4 )). T he num ber o f  
questionnaires sent out w as d ecid ed  b y  various factors. It w as agreed that in  order to 
receive  a su ffic ien t response rate for an alysis at least 240  questionnaires w o u ld  n eed  to be  
random ly distributed am ong the larger departm ents. W here sectors had less than that 
num ber o f  em p lo y ees  all m em bers o f  the sector/directorate w ere sent a questionnaire. A ll  
respondents w ere assured o f  the con fid en tia lity  o f  their responses and w ere asked  to put 
them  into s.a .e . to be sent d irectly  to K ee le  U niversity. Just few er than 5300  
questionnaires w ere distributed. (S ee  appendix B for full an alysis).
4.16 Pre-treatment questionnaire (client assessment)
Stage 2
T he n ext stage o f  the research fo cu ssed  on the clients com in g  for cou n sellin g . The 
ob jective  w as to have all these c lients com p lete  a questionnaire prior to treatm ent. This 
questionnaire w as based  on the ‘W ell-b e in g ’ study questionnaire so that the latter w ou ld  
act as the b ase lin e  or n on n ative  m easurem ent. The pre-treatm ent questionnaire in cluded  a 
num ber o f  additional questions w h ich  had form ally  been  part o f  the serv ice  m onitoring  
questionnaires. T h ese  included, the num ber o f  v is its  they had m ade to their G .P. in  the last 
three m onths, w ere they  prescribed m ed ication , requesting the c lien ts’ v ie w s  o f  the serv ice , 
an assessm en t o f  lev e ls  o f  function ing at w ork, m ental health m easure, lev e ls  at w h ich  the 
com plaint bothered the client and a lso  an opportunity for the clien t to id en tify  prob lem  
categories, w ith in  and outside o f  the w ork in g  environm ent. T he goal w as to h ave this 
questionnaire g iven /sen t to the c lien t prior to treatm ent. H ow ever, this proved  not a lw ays  
p ossib le , so the c lien ts w ere also asked i f  they had filled  in  the questionnaire before or after 
their first session .
A  letter exp la in in g  the purpose o f  the questionnaire again accom panied  each questionnaire  
and w h ich  encouraged  the clients to com p lete  the questionnaire and to send  it to K ee le  
U n iversity  (see  appendix F: questionnaires ( B 14)). T hey w ere a lso  told at this p o in t that 
they w ou ld  rece ive  tw o further questionnaires. Each questionnaire w as to be anonym ou s
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but each clien t w as id en tified  b y  their case num ber and cou n sellor  so  that further 
questionnaires cou ld  b e sent after treatment and at the 6-m onth fo llo w -u p  period and so  
that their post-treatm ent and fo llow -u p  questionnaires could  b e m atched against their pre­
treatm ent (c lien t a ssessm en t) questionnaire.
4.17 Post-treatment questionnaire 
Stage 3
T his questionnaire w as either g iv en  to the c lien ts b y  their cou n sellor  w h en  they  fin ished  
see in g  them , w ith  the explanatory letter (see  appendix  F: questionnaires { B 14}) and a 
stam ped addressed en v e lo p e  for the form  to b e sent to K eele  U niversity; or i f  the clients  
did not return for their final sess io n  the cou n sellors w ere asked to f ill out a form  w h ich  
th ey  returned w ith  their c lo sed  case  notes stating that they  had not b een  able to g iv e  the 
clien ts the post-treatm ent questionnaire (see  appendix  F: questionnaires { B 14}). On  
receiv in g  this form  the adm inistration at EA P provider h ea d -o ffice  w ere instructed to send  
this questionnaire out to the client, again w ith  the explanatory letter (see  appendix F: 
questionnaires { B 1 4 }) and w ith  the client's case  num ber and cou n sellors nam e w ritten on  
the form  to id en tify  the clien t and to be able to m atch the post-treatm ent questionnaire w ith  
the pre-treatm ent (c lien t assessm en t) questionnaire.
Stage 3: Post-treatment questionnaire structure
T his questionnaire w as som ew h at shorter than the pre-treatm ent questionnaire. The p ost­
treatm ent questionnaire w as sim ilar to the pre-treatm ent questionnaire, but did not ask for  
any dem ographic details. It still included  the sca les m easuring the w ork  stress, IIP 32, 
problem s and com plaints and cop in g  strategies. T he life  events sca le  w as not included  in  
the questionnaire. It included , as w ith  the first questionnaire, questions ask ing for the 
c lien t’s v ie w s  o f  the serv ice  and their cou n sellin g . T h ey  also w ere asked to rate h o w  m uch  
their problem  w orried/bothered or interfered w ith  their w ork then (w ork and personal 
function ing  sca le), their present m ental health  state (M H I5) and their lev e ls  o f  
e ffec tiv en ess /e ff ic ien cy  at w ork  after treatment. T h ey  w ere asked to com m en t in  their ow n  
w ords w hat they gained  from  the serv ice and h o w  they  m ight im prove the serv ice.
4.18 Follow-up questionnaire 
Stage 4
T his questionnaire w as sent out to all c lien ts 6 m onths after their case notes had b een  sent 
in  as b ein g  o ffic ia lly  c losed . T his questionnaire asked  for responses to m ost o f  the sam e
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questions and sca les that w ere asked in  the post-treatm ent questionnaire. The ob jective  
here w as to exam in e i f  the responses had changed  over the s ix  m onths, w ith  particular 
reference to lo o k in g  at h ow  perm anent w ere the p ossib le  p o sitiv e  changes that w ere  
presented at the end  o f  therapy i.e . w ere the changes still o f  the sam e order after s ix  
m onths. It w as o f  interest to know  i f  the changes, particularly w ith  respect to co p in g  
strategies, continued  to sh ow  the lev e l o f  change as seen  at the end o f  treatm ent as sh o w n  
b y  the post-treatm ent questionnaire.
T his questionnaire w as a lso  sent out w ith  an explanatory letter and a s.a .e. requesting the 
questionnaire to b e filled  out and returned to K ee le  U n iversity  (see  appendix F: 
questionnaires {B 1 4 }) .
4.19 Pre-sessional questionnaire
For a b r ie f period  p re-session a l questionnaires w ere issued . T his w as a very  b r ie f  
questionnaire, w h ich  w as to be g iven  to clien ts prior to their secon d  and subsequent 
sessio n s. T his contain  four k ey  questions from  each o f  the m ain  groups o f  questions i.e . the  
questionnaires w h ich  look ed  a w ork stress, IIP32, problem s and com plaints and cop in g  
strategies. The goa l o f  this w as to exam ine at w hat stage o f  treatm ent w as there the m ost  
change. B ut this w as run for a very short period and hen ce the num ber o f  com pete sets o f  
questionnaires w ere too sm all to be o f  u se  to the over-all research other than p o ssib ly  
su ggest further areas for research d evelop m en t (appendix B 2 3 ). (T he analysis o f  these is  
not included  in th is report).
4.20 Counsellor feedback questionnaire
A  cou n selor feed b ack  form  w as also u sed  w h ich  w as g iven  to the cou n selors after treating  
the clien ts ask ing to answ er questions about the d iagn osis o f  the problem  they  w ere  
treating the c lien t for, h ow  m any sess io n s they saw  the c lien t for, w hether the client 
im proved, etc. This form  w as returned to the E A P  provider’s head  o ffic e  w here it w as  
analysed  b y  the provider’s s ta ff  for their reports to the purchaser. T h is analysis is a lso  not 
present in this report (for questionnaire -  see  appendix B 24).
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5. Stage 1: Baseline normative data from ‘Well-being’ study
5.1 Introduction
T his stage o f  the study w as set up to find  b aselin e m easures against w h ich  to com pare the 
subjects com in g  for cou n sellin g . A s the research study w as a practice based  naturalistic  
study for eth ical and com m ercial reasons those com in g  for cou n sellin g  cou ld  not be  
m atched against a control group. T herefore it w as decided  to look  at h o w  the general 
population w ith in  the organisation, from  w h ich  the cou n se llin g  subjects cam e, responded  
to the sam e questionnaire. T hen the co u n se llin g  subjects cou ld  be com pared w ith  this 
norm ative data not o n ly  w ith  resp ect to h o w  they  d iffered  or not from  the 
norm ative/baseline sam ple from  the general population  w ith in  the organisation, but also  
after treatm ent h o w  m uch their scores m o v e  tow ards those o f  the norm  or w hether they  
m oved  to such a point that the scores w ere n o-lon ger  sign ifican tly  different from  the norm. 
T his w ou ld  then indicate, for exam ple, c lin ica lly  sign ificant change i f  their scores started 
sign ifican tly  d ifferent from  the norm.
The data from  stage 1 o f  the study that w ere o f  particular interest for the m ain core study, 
that is the stages 2 -4 , w ere those concern ing the proportions w ith  respect to gender, age  
and p rofessional status o f  the respondents w ith in  stage 1 so that it can be seen  w hether  
those com in g  for cou n sellin g  w ere representative o f  the general population  w ith in  the 
organisation. Further it w as o f  interest to record the sick n ess lev e ls  in order that som e  
com parative calcu lation  can be m ade w ith  respect to the costs o f  stress to the organisation  
as in itia lly  m easured b y  look in g  at the num ber o f  days o f f  s ick  and calcu lating w hat that 
cost w ith  respect to financial lo ss  (as calcu lated  from  the em p lo y ee ’s salary) to the 
organisation m aybe b y  w a y  o f  lost productivity. T his cost w ill be com pared w ith  those  
com in g  for co u n se llin g  and from  this a calcu lation  w ill be m ade w ith  respect to w hat the 
savings m ight b e after treatm ent w ith  co u n se llin g  in  reducing p o ssib le  stress lev e ls . The 
changes in scores for ‘p resen tee ism ’ w ill  a lso  be im portant here in m easuring the cost 
effec tiv en ess o f  the cou n sellin g  process.
B ut the m ost im portant data from  stage 1 w ill b e  the response lev e ls  for the m easures o f  
stress and cop in g  strategies from  the general population  w ith  a particular focu s on gender, 
age and p rofession a l status d ifferences as this w ill  be the m ain  focu s in the reports o f  the 
results from  stages 2 -4  o f  the study.
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T his report is based  on the find ings analysed  from  the 2291  com p leted  W ell-b ein g  
questionnaires received  back from  the total o f  5295  w h ich  w as a sam ple (random ly  
distributed for large departm ents) o f  the 17 ,614  total w ork force o f  organisation b ein g  
studied. T his represented a m ean return rate o f  43%  w ith  no sector go in g  b e lo w  27%  (see  
appendix B 4).
5.2 Demographic factors
S in ce a central aim  o f  the research w as to exam ine the relationship b etw een  cou n sellin g  
effec tiv en ess  and a range o f  dem ographic factors, it w as necessary  to conduct analyses o f  
the b ase lin e  data in  term s o f  these factors. N early  tw o thirds o f  the respondents w ere  
fem ale. T his w as not greatly different from  the proportion o f  each gender in  the 
organisation  (78.4%  fem ales and 21.6%  m ales as supplied  by the H .R . departm ent in 2 005  
w ho said  the proportions have change very  little over the last 10 years {see  appendix D 1 5 }  
grade group profile).
The proportions o f  p rofession als to non -p rofession als in the sam ple in  each o f  the genders 
w ere fa irly  sim ilar, and the proportion o f  m ales to fem ales in each o f  the professional 
status groups w as also fairly sim ilar. The proportion o f  non-professional respondents w as  
about 60%  as a w h o le  and w ith in  each gender. Further, nearly tw o thirds o f  the 
respondents w ere fem ale  in both o f  the p rofession al status groups. T his w as consistent w ith  
the proportion o f  fem ales w h o  responded to the questionnaire as a w h o le . From  the data 
provided  b y  the H .R . departm ent o f  the organisation it w as found that the m ean percentage  
o f  fem ales in  the non -p rofession al groups w as 69.9% , thus the response rate w as fairly  
representative o f  the organ isation’s population  for this group.
The m ajority o f  the respondents fe ll in  the 3 6 -6 4 +  age group both for the m en  (62.4% ) and 
for the w o m en  (67.3% ). The age proportions o f  the respondents seem ed  to fairly represent 
the proportions that w ere em p loyed  b y  the organisation as supplied  b y  the organ isation’s 
H um an R esou rces departm ent (see  appendix D 13).
N early  a quarter o f  the sam ple w as part-tim e, this cou ld  p o ssib ly  be b ecau se o f  the larger 
percentage o f  w o m en  responding to the questionnaire (63.8% ) and a third o f  those w ere  
part-tim e as com pared w ith  on ly  7.6%  o f  the m ales. 87%  o f  all the part-tim ers w ere  
fem ales. From  the N orfo lk  data on proportion o f  part-timers to full-tim ers issu es b y  the 
personnel departm ent (appendix D 1 4 ), the part-tim ers in the organisation  w as 59%  (in  
2005); 34%  o f  the m ales w ere part-tim e, but there w ere tw ice  as m any fem a le  part-timers
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as there w ere fu ll-tim e fem ales. T his su ggests  that the sam ple m a y  not w e ll represent the 
proportion o f  part-tim ers as ex isted  in  the organisation. H ow ever, as the N orfo lk  data w as  
for the year 2 0 0 5  and the study w as carried out in  1996 then the proportion cou ld  p o ssib ly  
have changed g iven  the change o f  leg isla tio n  regarding the rights o f  part-tim e w ork ing  
w h ich  cam e in  force in  2003 .
5.3 Days off sick
T he num ber o f  days s ick  taken b y  particular groups is im portant not on ly  to a llow  for the 
cost o f  sickness to be calcu lated  but a lso  for com parisons to b e m ade w ith  those w h o  com e  
for therapy. T he m ain  interest here w as in  com paring the genders, but it w as also  
interesting to note d ifferen ces in  taking tim e o f f  sick  betw een  p rofession a l groups as this  
w ill have relevance w ith  respect to the cost o f  sick n ess for particular professional/gender  
groups.
Table 5.3.1 Days off sick during the last year -  Professional status x gender
P rofession al status 
S ick n ess m eans F em ales M ales A ll
P rofession al 5 .53 5 .36 5 .47
N on -p rofession a l 7 .43 4 .7 4 6.68
Total 6 .70 5 .00 6 .08
Table 5.3.2 Comparing means between males and females -  Days off sick
t d f sig. (2-tailed)
H o w  m any days s ick  leave  last year? -2 .4 9 2 2 1 9 7 .013
From  table 5.3.1 can be seen  that the fem ales took  1.3 tim es m ore days o f f  s ick  during the 
last year than the m ales. The n on -p rofession a ls took  1.2 tim es m ore days o f f  sick  than the  
professional w orkers. T he n on -p rofession al fem ales took  1.3 tim es m ore days o f f  in  the  
last year than the p rofession al fem ales. B ut the non-professional fem ales took  1.6 tim es  
m ore days o f f  sick  than the n on -p rofession a l m ales. T hese figures, particularly w ith  
reference to the p rofession a l/n on -p ro fession  and genders d ifferen ces w ill have bearing on  
the relative costs o f  sick n ess, to the organisation, o f  the different groups. From  table 5 .3 .2  
it can also be seen  that the fem ales took  sign ifican tly  m ore days o f f  sick  than the m ales at 
p<.05% .
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5.4 Measure of ‘Presenteeism’
‘P resen teeism ’ is  the con cep t w h ich  endeavours to m easure h ow  e ffec tiv e /e ffic ien t an 
em p loyee  fee ls  th ey  are b ein g  at w ork. The proposal here is that there cou ld  be a 
relationship b etw een  the respondent’s subjective reporting o f  their lev e l o f  e ffec tiv en ess  at 
w ork and the le v e l o f  stress that they are experiencing. It is a lso  a recogn ition  that look in g  
at sick n ess lev e ls  d oes not take into account the fact that an em p loyee  m igh t b een  very  
stressed but on cultural, ethical or m oral grounds w ill ‘so ld ier  o n ’ and not take tim e o f f  
sick , but their reduced  productiv ity  m ay  still be a cost to the organisation. A ga in  lik e  the 
cost o f  sick n ess, the p rofession a l status o f  the subject w ill  a ffect the relative co st o f  
presenteeism . Further, this data w ill  again be m atched  against th ose  co m in g  for 
cou n sellin g  and a lso  to exam in e w hether the lev e l o f  p resenteeism , had risen as a result o f  
the cou n sellin g , as the h igher the p resen teeism  the better perform ing the subject is and by  
im p lication  the m ore productive the em p loyee  is. It w as also seen  as im portant to com pare  
the genders w ith  respect to presenteeism .
Table 5.4.1 Percentage effectiveness/efficiency at work -  ‘Presenteeism’
P rofession a l status 
P resenteeism  - m eans F em ale M ale A ll
P rofession al 76 .15 74.91 75 .6 8
N on -p rofession a l 81.21 7 7 .1 4 7 9 .78
Total 79 .2 6 7 6 .23 7 8 .1 6
Table 5.4.2 Comparing means between males and females -  Presenteeism
T df sig. (2-tailed)
H ow  effic ien t/e ffec tiv e  do yo u  fee l at w ork -5 .2 2 2 2 2 3 7 .000
T he above table 5 .4 .1  sh ow s the relative scores for h o w  the subjects rated their 
e ffec tiv en ess /e ff ic ien cy  at w ork  on a sca le  o f  0% - 100% . T he higher the score the m ore  
effec tiv e /e ffic ien t the subjects fee l th ey  are perform ing at w ork. T he m ales rated  
th em selves as w ork in g  to a low er lev e l o f  presenteeism  than the fem ales b y  a ratio o f  1.04. 
P rofessional em p lo y ees rated th em selves as w orking to a low er lev e l o f  p resen teeism  than 
the n on -p rofession al w orkers b y  a ratio o f  1.1. M ale p rofession a l em p lo y ees  rated  
th em selves as w ork ing  to a low er lev e l o f  p resenteeism  than the n on -p rofession a l m ale  
workers b y  a ratio o f  1 .03. F em ale p rofession al em p lo y ees rated th em selves as w ork in g  to 
a low er lev e l o f  p resen teeism  than the n on-professional fem ale  w orkers b y  a ratio o f  1.07.
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A m on g  the p rofession a ls the m ale p rofession al em p lo y ees rated th em selves as w ork ing to  
a low er lev e l o f  p resenteeism  than the p rofession a l fem ale w orkers b y  a ratio o f  1 .02 . 
Further, as w o u ld  be exp ected  the p rofession als earned sign ifican tly  m ore than the non ­
p rofession als, irrespective o f  gender, but m ore im portantly the m ales in  both p rofession al 
groups earned sign ifican tly  m ore than the fem ales (see  appendix B ). A ll o f  the ab ove w ill  
have relevan ce w ith  respect to the co st o f  stress in the w ork p lace irrespective o f  w hether  
the low er perform ing em p lo y ee  actually  g o es o f f  s ick  and b ecause the relative costs w ill  
depend on  the e m p lo y ee ’s salary lev e l. Table 5 .4 .2  indicates, in com parison  to days o f f  
sick  w here it w as the fem ales w h o  took  sign ifican tly  m ore days o f f  sick , in  the case  o f  
p resenteeism  it w as the m ales w h o  rate th em selves as perform ing at le v e ls  sign ifican tly  
low er than the fem ales at p <  .0 0 1 .
5.5 Work stress
The m ain focu s and reason  for the stage 1 study w as to obtain the b ase lin e  norm ative  
scores for the su b ject’s resp on se scores for the various stress factors b e lo w . T he higher the 
score the m ore stressful the factor is seen  to be. T he raw  score for each item  w as recorded, 
then those that related to a particular factor w ere sum m ed  and the total w as then d iv id ed  by  
the num ber o f  item s in that factor. T he on ly  item  that recorded a re la tive ly  lo w  internal 
reliab ility  score using  C ronback’s alpha w as the factor titled ‘R elationsh ips w ith  others’ 
( .56 ), this m ay  have b een  b ecau se o f  the need  for a briefer questionnaire o n ly  tw o item s  
w ith in  this factor w as used . T he m ain  function  for reproducing this data is to be able to  
m ake com parisons w ith  the stage 2 -4  subjects (that is, the cou n sellin g  c lien ts). It w as a lso  
considered  u sefu l to record in  the results the gender, age and p rofession a l status 
com parisons as these w ill be o f  interest w hen  lo ok in g  at the stage 2 -4  subjects and to 
observe i f  there w ere any critical d ifferences b etw een  the genders, age and p rofessional 
status groups. Presented b e lo w  w ere the m ean scores for the ‘W ell-b e in g ’ sam p le for each  
factor. T h ese scores w ill act as b aselin e or norm ative figures against w h ich  to m easure the 
results from  the subjects com in g  for cou n sellin g  and to provide the standard d ev ia tion  data 
for the calcu lation  o f  the e ffec t s ize  o f  the treatm ent. W hen the results w ere com paring  
groups, it w as assum ed that there w as equal variance.
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Table 5.5.1 Work stress x gender
Factors Managerial Relationship Career and Organisation Home/work Total
intrinsic to role with others achievement structure and interface work
job climate stress
Gender at workMean Mean Mean Mean Mean Mean Mean
N N N N N N N
(sds) (sds) (sds) (sds) (sds) (sds) (sds)
Male 2.14 1.86 1.62 2.44 2.33 1.72 2.02
826 826 825 825 826 827 827
(.82 (.76) (.76) (1.21) (.95) (.68) (.65)
Female 1.98 1.68 1.48 2.18 2.10 1.72 1.85
1458 1453 1454 1451 1456 1457 1458
(.87) (.78) (.71) (1.19) (.97) (.73) (.69)
Total 2.04 1.75 1.53 2.27 2.19 1.72 1.91
2284 2279 2279 2276 2282 2284 2285
(.86) (.78) (.73) (1.2) (.97) (.71) (.68)
Table 5.5.2 Comparing means between males and females
Comparing males with females T df sig. (2-tailed)
Factors intrinsic to the job 4.503 2282 .000
Managerial role 5.272 2277 .000
Relationships with others 4.312 2277 .000
Career and achievement 4.971 2274 .000
Organisational structure and climate 5.545 2280 .000
Home/work interface -.057 2282 .955
Total work stress 5.544 2283 .000
T he ab ove results tables indicated d ifferences in  the experience o f  stress b etw een  the
genders. M en  seem  to experience sign ifican tly  m ore stress than the w o m en  in  all the
factors (p < .0 0 1 ) excep t for stress arising from  ‘H om e/w ork  in terface’. T hus the m ales in
the organisation  studied w ou ld  seem  to su ffer from  m ore occupational stress than the
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w om en . The factors that seem ed  provide this organisation’s s ta ff  w ith  the m ost stress w ere  
‘Factors intrinsic to the jo b ’; ‘Career and ach ievem en t’ and ‘O rganisational structure and 
c lim a te’. G enerally , how ever, the ranking o f  the areas w hich  caused  the m ost stress to that 
w h ich  created the least w as very  m uch o f  the sam e order for both m en  and w om en.
The standard d eviation s have been  included  in table 5 .5 .1  as this data w ill be n eeded  for 
the calcu lation  o f  the effect s ize  o f  the change b etw een  the pre- and post-treatm ent stages  
(stages 2 and 3) or b etw een  the pre-treatm ent and fo llow -u p  stages (stages 2 and 4).
The above w ork stress factors w ere exam ined  for correlations w ith  the num ber o f  days o f f  
sick . W hen all the subjects w ere exam ined  together the num ber o f  days o f f  sick  correlated  
p o sitiv e ly  (m o stly  p < .0 1 ) w ith  increases in stress from  all the w ork  stress factors excep t 
‘Factors intrinsic to the jo b ’. H ow ever, w h en  the m ales w ere exam in ed  separately, none o f  
the w ork stress factors correlated w ith  days o f f  sick . W hen the fem ales w ere exam ined  
separately, their num ber o f  days o f f  sick  correlated w ith  all the w ork  stress factors (m ostly  
p <  .001; H om e/w ork  interface =  p < .01 ) including ‘Factors intrinsic to the jo b ’ (p < .05) and 
as above sh ow s the fem ales took  sign ifican tly  m ore days o f f  s ick  than the m ales. So even  
though the m ales suffered  sign ifican tly  m ore stress than the fem ales, the fem a les’ stress 
correlated w ith  days o f f  sick . The lev e ls  o f  p resenteeism  for all and each o f  the genders  
separately correlated n egative ly  w ith  all the w ork stress factors. (S ee  appendix D 8 : tables 
D 8 .1 -3  and 3 2 -3 4 ). The point o f  sh ow in g  the correlation is to indicate that there are 
relationships b etw een  stress and sick n ess lev e l, or lev e ls  o f  presenteeism . The point here is 
that i f  a relationship  ex ists then reducing stress w ill have a k n ock -on  effect in p o ssib ly  
reducing days o f f  sick  and raising p resenteeism  thus sav in g  the organisation lost 
productivity w h ich  is the result o f  sick n ess or low ered  p resenteeism . B ut the important 
issu e  here is that ‘days o f f  s ic k ’ correlated on ly  w ith  the total stress arising from  the w ork  
place for the fem ales.
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Table 5.5.3 Work stress x age groups 16-35 and 36-64+
Age groupings N Mean
Factors intrinsic to the job 1 6 -3 5 571 1.9024
36 -  64+ 1678 2.0788
Managerial role 1 6 -35 570 1.6123
36 -  64+ 1675 1.7903
Relationships with others 1 6 -3 5 570 1.5965
36-64+ 1675 1.5096
Career and achievement 16 -3 5 570 2.4658
36-64+ 1672 2.1998
Organisational structure and climate 1 6 -35 570 2.1867
36-64+ 1677 2.1782
Home/work interface 1 6-35 571 1.6210
36 -  64+ 1679 1.7482
Total work stress 1 6 -35 571 1.8951
36-64+ 1679 1.9140
Table 5.5.4 Work stress x age groups 16-35 and 36-64+ - comparisons
T df sig. (2-tailed)
Factors intrinsic to the job -4.277 2247 .000
Managerial role -4.766 2243 .000
Relationships with others 2.448 2243 .014
Career and achievement 4.580 2240 .000
Organisational structure and climate .181 2245 .857
Home/work interface -3.709 2248 .000
Total work stress -.574 2248 .566
A s com parisons w ill b e  m ade in the core an alyses in stages 2 -4  b etw een  the resp on ses o f  
the tw o age groups 16-35 and 3 6 -6 4 +  year o lds then it w as felt im portant to see  i f  there 
w ere d ifference in stress lev e ls  betw een  these tw o groups as this m ight have a bearing on  
differences in utilisation  rates and com parison  w ill be m ade w ith  respect to w hether there 
w ere any d ifferences in  the age groupings’ responses to therapy. Thus it w as felt im portant 
to exam ine i f  there w ere any d ifferences to start w ith  w ith in  the general b ase lin e  
population.
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T he original age groups o f  16-25 and 2 6 -3 5  w ere grouped together as 16-35  year o lds as 
the responses o f  the tw o age groups w ere sim ilar as w ere th ose o f  the older age groups 36-  
45; 4 6 -5 5  and 5 6 -6 4 + , so  these w ere grouped together as 3 6 -6 4 +  ( s e e  a p p e n d ix  D 2 2 ) .  It 
w as then felt it w o u ld  be usefu l to com pare the tw o larger age groups. H ere it w as found  
that there w ere no sign ifican t d ifferen ces b etw een  the age groups w ith  respect to 
‘O rganisational structure and c lim a te’ and ‘T otal w ork  stress’. B ut there w ere sign ifican t 
differences b etw een  the groups for all the other stress factors. The younger age group  
experien ced  sign ifican tly  h igher le v e ls  o f  stress w ith  respect to ‘R elationsh ips w ith  others’ 
(p < .05 ) and w ith  ‘Career and a ch ievem en t’ (p < .001 ) w h en  com pared w ith  the older group  
o f  3 6 -6 4 + . The older group experienced  sign ifican tly  m ore stress w ith  respect to ‘Factors 
intrinsic to the jo b ’, ‘M anagerial ro le ’ and ‘H om e/w ork  in terface’ (p < .001).
H ow ever  it seem s that the effects o f  stress differed dependin g on the gender o f  the age  
group. T he older m ales experienced  sign ifican tly  greater stress from factors, ‘Factors 
intrinsic to the jo b ’, ‘M anagerial ro le ’, ‘H om e/w ork  in terface’ all w ith  p < .001; and hence  
total w ork  stress at s ign ifican tly  higher stress lev e ls  (p < .05 ) than the younger 16-35 year 
old  m ales. (S ee  appendix D 1: tables D 1.2-7)
O n the other hand the older fem ales o n ly  experience sign ifican tly  higher stress lev e ls  w ith  
respect to ‘M anagerial ro le ’ (p < .01 ), and it w as the younger fem ales age 1 6 -3 5  w ho  
experienced  sign ifican tly  higher stress lev e ls  for ‘R elationsh ips w ith  others’ (p < .01 ) and 
for ‘Career and a ch ievem en t’ (p < .001 ). (S ee  appendix D l:  tables D  1.2-7).
H ow ever, w h en  the genders are com pared w h ile  contro lling  for age grouping (d iv id in g  into 
the tw o groups on ly ), it w as found that there w ere fe w  d ifferen ces b etw een  the sex es for 
the younger age group 16-35. H ere it w as found that the m ales had sign ifican tly  higher  
stress lev e ls  for ‘O rganisational structure and c lim a te’ (p < .05 ) than the fem ales and the 
fem ales for ‘H om e/w ork  interface’ (p < .05 ) than the m ales in the 16-35 year o ld  group. But 
w h en  the older age group 3 6 -6 4 +  w as exam ined  the picture w as very  different. For this 
group the m ales had sign ifican tly  h igher lev e ls  o f  stress m eans for all the factors (p < .001) 
excep t for ‘H om e/w ork  in terface’ w here they still recorded h igher lev e l for this factor but 
the d ifference com pared w ith  the fem ales w as not sign ificant. (For age com parisons not 
appearing above see  appendix D l :  tab les D  1 .2-7).
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Table 5.5.5 Work stress x professional status -  comparison: means
std.
Professional std. error
status Gender N Mean deviation mean
Factors Professional 879 2.3914 .90698 .03059
intrinsic to the 
job
Non-professional 1360 1.8040 .74629 .02024
Managerial Professional 878 1.9923 .81254 .02742
role Non-professional 1356 1.5855 .70112 .01904
Relationships Professional 877 1.5758 .73692 .02488
with others Non-professional 1357 1.5000 .73322 .01990
Career and Professional 875 2.2806 1.16139 .03926
achievement Non-professional 1356 2.2552 1.22541 .03328
Organisational Professional 878 2.3287 .93996 .03172
structure and 
climate
Non-professional 1359 2.0857 .97954 .02657
Home/work Professional 879 2.0011 .74924 .02527
interface Non-professional 1360 1.5313 .61972 .01680
Total work Professional 879 2.0918 .67314 .02270
stress Non-professional 1361 1.7896 .65940 .01787
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Table 5.5.6 Work stress x professional status -  comparison: significances
Professional sig. Mean std. error
status t df (2-tailed) difference difference
Factors intrinsic 
to the job 16.689 2237 .000 .58731 .03519
Managerial role 12.573 2232 .000 .40677 .03235
Relationships 
with others 2.382 2232 .017 .07583 .03183
Career and
achievement
Organisational
.488 2 2 2 9 .626 .02541 .0 5 2 0 7
structure and 5.822 2235 .000 .24305 .04175
climate
Home/work
interface 16.118 2237 .000 .46984 .02915
Total work stress 10.506 2238 .000 .30223 .02877
W hen the subjects w ere d iv id ed  into w hether they fe ll into group o f  profession a l w orkers 
or non-professional w orkers, it w as found that there w as a sign ifican t d ifference b etw een  
the tw o groups in that the p rofession a l group w as sign ifican tly  m ore stress than the non ­
p rofessional group. This applied  to all the stress factors for the fem ales on  their ow n  and  
also to the m ales for m ost o f  the factors.
W hen com paring the genders w ith in  each p rofession al group it w as found that there w as 
little d ifference betw een  the genders in their stress lev e ls  for m ost o f  the factors for the 
p rofession al group. The excep tion s w ere w here the p rofessional m ales experienced  
sign ifican tly  m ore stress than the p rofession a l fem ales for ‘R elationsh ips w ith  others’ and  
‘O rganisational structure and ch a n g e’ and the fem ales experienced  sign ifican tly  m ore  
stress for ‘H om e/w ork  in terface’. For the non -p rofession als, the m ales experienced  
sign ifican tly  h igher stress lev e ls  for all the w ork stress factors than the fem a les, includin g  
‘H om e/w ork  interface’. Further, am ong the professionals it w as the older 3 5 -6 4 +  
p rofession als w h o  experienced  sign ifican tly  m ore stress than the 16-35 year o ld  age group, 
but o n ly  for ‘Factors intrinsic in  the jo b ’; ‘M anagerial ro le ’; ‘H om e/w ork  in terface’ and  
‘Total w ork stress’. This applied particularly to the m ales in the older age group. The on ly  
sign ificant d ifference for the fem ale  p rofession a ls w h en  com paring age groups w as that the
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older 3 5 -6 4 +  year o ld  p rofession a l fem ales exp erience sign ifican tly  h igher stress for 
‘Factors intrinsic to the jo b ’. There w ere no other sign ificant d ifferences.
For the non -p rofession a ls it w as the younger age group o f  16-35 year o lds w ho  
exp erien ced  sign ifican tly  h igher stress for ‘R elationships w ith  others’; ‘Career and 
ach iev em en t’ and ‘Total w ork  stress’. W hen  separated into genders the o lder 3 6 -6 4 +  year 
o ld  non -p rofession al m ales experienced  sign ifican tly  h igher stress lev e ls  for sim ilar factors 
than the p rofession al m ales o f  the sam e age group, except that there w as no  sign ifican t 
difference in  the ‘Total w ork  stress’ and the younger age group o f  n on -p rofession a l m ales  
exp erien ced  m arginally  sign ifican tly  h igher stress for ‘Career and ach iev em en t’. The non ­
p rofession a l fem ales reflected  a very  different pattern w hen  the age groups w ere com pared. 
T he older age group o f  fem ale  non -p rofession al experiences sign ifican tly  h igher stress for 
‘R elationsh ip  w ith  others’ and ‘Career and a ch ievem en t’ and hen ce ‘T otal w ork  stress’ 
w h en  com pared w ith  the younger age group o f  16-35 year olds.
S im ilarly  w h en  look in g  at a particular p rofession al job , i.e. the m anagers (there w as a 
su ffic ien tly  large num ber o f  those m arking th em selves dow n as h avin g  that jo b ) and w hen  
the genders w ere com pared, the on ly  sign ifican t d ifference w as that the m ales experienced  
sign ifican tly  higher stress for ‘R elationsh ips w ith  others’. For the 3 5 -6 4 +  year old  
teachers, the m ales experienced  sign ifican tly  h igher stress on ly  for ‘Factors intrinsic in  the 
j o b ’ and ‘Career and ach ievem en t’.
W ith in  the professional group o f  respondents there w as no sign ifican t d ifference b etw een  
the m a le s’ and fem a le s’ lev e ls  o f  sick n ess and ‘p resen teeism ’, this w as irrespective o f  their 
age group. H ow ever, w ith in  the n on-professional group there w ere sign ifican t d ifferences  
b etw een  the genders. T he fem ales had sign ifican tly  m ore sick n ess than the m ales (p < .01)  
and the m ales experien ced  sign ifican tly  low er lev e ls  o f  ‘p resen teeism ’ than the fem ales  
(p < .0 0 1 ). For the age group 16-35 the fem ales had sign ifican tly  higher sick n ess rates than 
the m ales (p < .05 ) but there w as no  sign ifican t gender d ifferen ces for lev e l o f  
‘p resen tee ism ’ b etw een  the genders o f  this age group. H ow ever, for the o lder age group o f  
3 6 -6 4 + , the fem ales still had sign ifican tly  h igher sick n ess lev e ls  than the m ales (p < .05 ) but 
the m ales a lso  had sign ifican tly  low er lev e ls  o f  ‘p resen teeism ’ than the fem ales (p < .00 1). 
W hen com paring age groups o f  non -p rofession als the younger 16-35 year o lds responded  
w ith  low er lev e ls  o f  ‘presen tee ism ’ than the older 3 6 -6 4 +  year o lds (p < .05 ), this applied  
o n ly  to the fem ales o f  that group (p < .01). Thus com paring p rofession al respondents w ith  
the non-professional on es, the professional respondents sh ow ed  sign ifican tly  low er lev e ls
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o f  ‘p resen tee ism ’ (p < .00 1) but there w as no sign ifican t d ifference overall w ith  respect to 
sick n ess lev e ls . The lev e ls  o f  ‘p resen tee ism ’ applied  to both the m ales and fem ales (p < .05  
and .001 , resp ectively ). (S ee  appendix D l:  tables D  1 .44-58).
W ith  respect to ‘w eek ly  a lcoh ol in take’ on ly  a few  o f  the w ork stress factors correlated  
w ith  this for the professional respondents. A s a w h o le  group o n ly  ‘Career and  
a ch ievem en t’; ‘O rganisational structure and c lim a te’ and ‘T otal w ork  stress’ correlated  
w ith  ‘w eek ly  a lcoh o l in take’ (p < .05). For the m ales on their ow n  the o n ly  correlation w as  
w ith  ‘Career and a ch ievem en t’ and for the fem ales w ith  ‘Factors intrinsic to the jo b ’. The  
situation w as rather radically  d ifferent for the non-professional group as a w h o le  w here all 
the w ork  stress factors correlated w ith  ‘w eek ly  a lcoh ol intake’ excep t for ‘H om e/w ork  
in terface’ (m ostly  w ith  p < .0 1 ). The fem ales w ere com p lete ly  responsib le for this as all the 
w ork stress factors correlated w ith  ‘w eek ly  a lcoh ol in take’, w hereas for the m ales none o f  
the w ork  stress factors correlated sign ifican tly  w ith  this variable.
T hus, it w ou ld  seem  that the on ly  tim e w h en  the m ales experienced  sign ifican tly  higher  
stress lev e ls  throughout the w ork stress factors than the fem ales, w as w h en  they w ere 36- 
6 4 +  and in the n on-professional group. Therefore the gender d ifferen ces did not really  
ex ist, even  w h en  controlled  for age, for those in  p rofessional p osts, even  though the 
professional group experienced  sign ifican tly  m ore stress than the n on -p rofession als. B ut 
there w ere sign ifican t d ifferen ces for all the w ork stress factors for the older 3 5 -6 4 +  age  
group o f  the n on-professional, w h en  com paring the genders. H ere it w as found the m ales  
experiences s ign ifican tly  m ore stress than the fem ales in  this group and sh ow ed  low er  
lev e ls  o f  ‘p resen teeism ’. B ut the fem ales sh ow ed  higher sickness lev e ls  and their lev e ls  o f  
stress for all w ork  stress factors correlated sign ifican tly  w ith  their ‘w eek ly  a lcoh ol in take’. 
This applied to both the age groups o f  n on-professional fem ales (see  appendix D l .) .
W hen com paring fu ll-tim e w ith  part-tim e workers for stress lev e ls  in the various factors, it 
w as found that part-tim ers experienced  sign ifican tly  low er lev e ls  o f  stress w ith  p <.001 for 
all factors. T his w as independent o f  gender and for the m ost part o f  age (see  appendix D l:  
tables D  1 .14-15).
(For m ore detailed  analysis o f  the ‘W e ll-B e in g ’ study -  stress results -  see  appendix B 6 
and D l )
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5.6 Coping strategies
The b aselin e  scores o f  the organ isation’s cop in g  strategies w as o f  particular interest as it 
w ill be against this data that changes w ith in  the cou n sellin g  group w ill b e  m atched on the 
assum ption  that the m ain w ork  o f  the counsellors w ill o ften  focu s on facilitating the 
subjects in  w ork in g  on changing their cop in g  responses/strategies. It w ill a lso  b e o f  
interest to see  i f  changes in cop in g  strategies correlated w ith  changes in  the exp erien ce or 
perceptions o f  stress. H ence it is seen  as relevant to exam in e in  w hat w ays cop in g  
strategies as d efin e  here correlated w ith  stress factors, sick n ess and p resenteeism  for this 
b aselin e norm ative population . The higher the score for the factor the m ore relevant the  
strategy w as to the subject. Thus the higher the scores for ‘R ational action ’; ‘P a llia tiv e’ 
response and the u se  o f  ‘S ocia l support’, indicates the u se  o f  m ore p o sitiv e  cop in g  
strategies. T he h igher scores for the other three cop in g  strategies indicated  that the subject 
w as u sin g  le ss  constructive cop in g  responses. So the first three strategies w ill  be exp ected  
to have n egative  correlations or at least a n egative  relationship w ith  each o f  the latter three 
cop ing  strategies. In fact on ly  ‘R ational action ’ had a n egative  correlation w ith  
‘D ep ress iv e ’ resp on se and the u se  o f  ‘S ocia l support’ had a n egative  relationship  w ith  
‘D ep ressive  and P a ss iv e ’ responses (see  appendix B 9  and C 4).
Table 5.6.1 Coping strategies x gender -  means
G ender
R ational
action
P allia tive
response
S ocia l
support
D ep ressive
response
E m otive
response
P assive
response
M ale m ean 2.89 2.66 2.12 2.51 1.92 2.25
N 821 821 819 822 819 821
sd. .72 .82 .64 .87 .71 .59
Fem ale m ean 2.82 2.91 2.33 2.66 2.26 2.17
N 1436 1432 1437 1433 1427 1430
sd. .76 .80 .64 .92 .86 .57
Total m ean 2.85 2.82 2.25 2.61 2.13 2.20
N 2 2 5 8 2 2 5 4 2 2 5 7 2 256 2 2 4 7 2 2 5 2
sd. .75 .82 .65 .91 .82 .58
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Table 5.6.2 Coping strategies x gender -  significances differences
G ender d ifferen ces t d f sig . (2 -ta iled)
R ational action 2 .315 2 255 .021
P allia tive response -7 .10 5 2251 .000
S ocia l support -7 .6 7 2 2 2 5 4 .000
D ep ressive  response -3 .6 6 4 2253 .000
E m otive response -B 9 .6 5 5 2 2 4 4 .000
P assive  response 3 .079 2 2 4 9 .002
Table 5.6.3 ‘Presenteeism’ Correlated with Coping Strategies
How efficient/effective Rational Pall. Social Dep. Emotive Passive
do you feel at work? action resp. support Response response response
Pearson corr. .131 (**) .036 .042(*) -.316(**) -.117(0 -.187(0
A ll Sig. (2-tailed) .000 .093 .047 .000 .000 .000
N 2218 2215 2218 2218 2212 2213
Pearson corr. .137(**) -.033 .061 -.356(**) -.089(*) -.228(0
M ales Sig. (2-tailed) .000 .341 .082 .000 .012 .000
N 812 812 810 813 810 812
Pearson corr. .135(**) .052 .001 -.313(0 -.173(0 -.152(0
Fem ales Sig. (2-tailed) .000 .053 .971 .000 .000 .000
N 1405 1402 1407 1404 1401 1400
From  the above table 5 .6 .2  it can be seen  that there w ere sign ifican t d ifferen ces b etw een  
the genders in their responses for all o f  the cop in g  strategies m ostly  w ith  p < .00 1 . For 
‘R ational action s’ and ‘P a ss iv e ’ response it w as the m ales w h o  had the s ign ifican tly  higher  
m eans, w hereas for the other strategies the fem ales had the sign ifican tly  h igher m eans. 
T his m eans that the m ales w ere m ore lik e ly  than the fem ales to find p o sitiv e  so lu tion s for 
their stress or opt for a n egative  response o f  inaction  i.e. a p assive  response.
A  ‘P a ss iv e ’ response, for exam ple, w o u ld  be to drink a lcoh ol hop in g  the problem  w o u ld  go  
aw ay as a w a y  to deal w ith  their stresses. In fact for all the subjects together ‘w eek ly  
a lcoh ol in take’ did correlated w ith  ‘P a ss iv e ’ response, this a lso  applied  to the m ales on  
their ow n  (p < .001). B ut ‘w e e k ly  a lcoh ol in take’ for the fem ales correlated w ith  ‘S ocia l 
support’ (p< .05); ‘D ep ress iv e ’ response (p < .01 ) and ‘E m o tiv e ’ response (p < .0 0 1 ). (S ee  
appendix D 8 : tables D 8 .76 -9 8  and sum m ary table B 9 .1 3 ).
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W h en  cop in g  strategies w ere exam in ed  w ith  respect to d ifferences b etw een  age groups and  
w ith  the age groups d iv id ed  into the tw o age groups 16-35 and 3 6 -6 4 + , the different age  
groups produced a num ber o f  variations in  responses (see  appendix B 9 ). It w as found that 
the o n ly  sign ifican t d ifferen ces w ere w ith  ‘E m o tiv e ’ response (p <  .0 0 1 ) and ‘P a ss iv e ’ 
response (p <  .0 1 ) w here the younger age group produced sign ifican tly  h igher m eans.
W h en  the m ales w ere com pared, it w as the you n ger 16-35 year o ld  m ales w h o  w ere  
sign ifican tly  m ore lik e ly  to respond to stress u sin g  ‘E m otive and P assive  resp o n ses’ (p < .05  
{1-ta iled } and p = .001  resp ectively ) (S ee  appendix D 4: Tables D 4 .3 .1 -2 ). C om paring ju st  
the fem ales, it w as the o lder 3 6 -6 4 +  fem ales w h o  produced sign ifican tly  higher m eans for 
‘R ational action ’ (p < .05 ) and the younger fem ales had a sign ifican tly  higher m ean for 
‘E m otive resp o n se’ (p < .0 0 1 ). (S ee  appendix D4: T ables D 4 .4 .1 -2 ).
A m on gst the younger age group w h en  the genders w ere com pared, it w as m ales w h o  
produced sign ifican tly  d ifferent m eans for ‘R ational actio n ’ and ‘P a ssiv e  resp o n se’ w hen  
com pared w ith  the fem ales (p <  .05). (S ee  appendix D 4: Tables D 4 .1 .1 -2 ). F em ales aged  
16-35 scored  sign ifican tly  higher m eans w h en  com pared w ith  the m ales for ‘P allia tive  
resp on se’, ‘S ocia l support’, ‘D ep ressive  and E m otive resp on ses’ (p= .01; p < .00 1; p= .01 and  
p< .001 resp ectively ). For the older age group 3 6 -6 4 +  year o lds, the fem ales produces 
sign ifican tly  h igher m ean responses com pared w ith  the m ales for four factors for cop in g  
w ith  stress, n am ely  ‘P allia tive  resp on ses’, ‘S ocia l support’ and ‘E m otive  resp o n ses’ all 
(p < .0 0 1 ), and for ‘D ep ressive  resp on se’ (p < .05). (S ee  appendix D 4: T ables D 4 .1 -2 ).
W h en  the subjects w ere d iv id ed  into w hether they fe ll into group o f  p rofession a l w orkers  
or non -p rofession al w orkers, it w as found that there w ere som e sign ifican t d ifferences  
b etw een  the tw o groups in  that the p rofessional group sh ow ed  that they  w ere sign ifican tly  
m ore lik e ly  than the n on-professional group to respond to stress w ith  ‘R ational a ctio n s’ 
(p < .0 0 1 ), u se  ‘S ocia l support’ (p < .0 0 1 ) and w ith  ‘D ep ressive  resp o n se’ (p =  .001 ). T his  
applied  to both genders and to sim ilar lev e ls  for the m ost part.
T h ese d ifferen ces seem ed  to be independent o f  age, for the m ost part. T he excep tion s w ere  
for the 16-35 year olds p rofession als w ere sign ifican tly  m ore lik e ly  to respond w ith  
‘P allia tive resp o n ses’ (p < .05 ) and ‘P assive  resp o n ses’ (p < .01) than the 3 6 -6 4 +  age group  
o f  professionals; and the non -p rofession als o f  this age group w ere sign ifican tly  m ore lik e ly  
to respond u sin g  ‘E m otive resp on ses’ (p < .001 ). For the p rofession a l m ales (com paring  
m ales 16-35 and 3 6 -6 4 + ) the on ly  sign ifican t d ifference w as that the you n ger m ales w ere
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m ore lik e ly  to respond u sin g  ‘P assive  resp o n ses’ (p < .0 1 ). For the professional fem ales  
(com paring fem ales 16-35  and 3 6 -6 4 + ) there w ere no sign ifican t d ifferences b etw een  the  
w a y  the tw o different age groups w o u ld  respond to stress. W ith  respect to the n on ­
p rofession a ls the o n ly  gender d ifferences w ere that the younger m ales w ere a lso  
sign ifican tly  m ore lik e ly  to respond w ith  ‘P a ssiv e  resp o n ses’ (p < 05); and the older fem ales  
w ere also  s ign ifican tly  m ore lik e ly  to respond w ith  ‘R ational a ctio n s’ (p<.05%  {1 -ta iled }).
W h en  com paring the genders w ithin  each age group o f  p rofession a l and non -p rofession al 
group, there w as little  d ifference b etw een  the different age groups. For both the fem ales  
w ere m ore lik e ly  than the m ales to respond to their stresses u sin g  ‘S ocia l support’; 
‘D ep ressive  and E m otive resp on ses’; the o lder age group o f  fem ale  profession als w ere also  
sign ifican tly  m ore lik e ly  than the m ales to u se  ‘P allia tive resp o n ses’ (p = .001 ). A lso  for the 
non -p rofession als there w as little d ifference b etw een  the age groups. For both groups the  
fem ales w ere sign ifican tly  m ore lik e ly  than the m ales to respond w ith  ‘P allia tive, 
D ep ressive  and E m otive resp on ses’ and ‘S o c ia l support’. T hough the younger m ales  
am ongst the n on -p rofession al group w ere a lso  s ign ifican tly  m ore lik e ly  than the fem ales to 
respond w ith  ‘R ational a ctio n s’ or ‘P assive  resp o n ses’ (both p < .0 1 )
S im ilarly  w h en  look in g  at a particular p rofession a l job , i.e . the m anagers w h o  w ere in  the 
3 5 -6 4 +  age group and w h en  the genders w ere com pared, there w ere no sign ifican t  
differences b etw een  the genders for any  o f  the cop in g  strategies. W hen the genders w ere  
com pared for the teachers aged  3 6 -6 4 + , the fem ales w ere sign ifican tly  m ore lik e ly  to 
respond to stress u sin g  as cop ing strategies, ‘S ocia l support’(p < .01); D ep ressive  response  
(p < .0 5 { l-ta ile d }  and E m otive  resp on ses’ (< .0 0 1 ). There w ere no other d ifferences b etw een  
the genders. (S ee  appendix B 9 and D4: tables D 4 .1 .20-24).
C op in g  strategies w ere correlated w ith  the w ork stress factors. M ost o f  the strategies 
correlated w e ll w ith  a num ber o f  w ork  stress factors. Thus it is easier to state w h ich  
strategies did not correlate sign ifican tly  w ith  w h ich  stress factors. T he cop in g  strategy o f  
‘R ational action s’ did not correlate w ith  ‘Factors intrinsic to the job; ‘M anagerial ro le ’. 
T he cop ing  response o f  ‘P alliative action ’ d id not correlate w ith  any o f  the O SI w ork  stress 
factors. Further ‘S ocia l support’ responses d id  not correlate w ith  ‘Factors intrinsic to the  
j o b ’ or ‘M anagerial ro le ’, su ggestin g  p eo p le  can b ecom e stressed  at w ork arising out o f  
these factors and w hether or not they u se  ‘S ocia l support’ to m anage their stress, in  other 
w ords it does not appear that the use o f  so c ia l supports a ffects h o w  the subjects fe lt  about 
their experience o f  stress arising from  th ese  tw o  factors.
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W hen gender d ifferen ces w ere exam in ed  for all stress factors, the m ales d iffered  from  all 
the subjects together in that none o f  the O SI w ork stress factors correlated w ith  ‘R ational 
action ’, but for m ost o f  them  there w a s a n egative  relationship w ith  this cop in g  strategy, 
the sam e applied  to the fem ales but in  their case for the fo llo w in g  stress factors the 
n egative  relationship  w as sign ifican t, ‘R elationsh ips w ith  others’ and ‘Career and  
ach ievem en t’ (p< .01 and p < .001  resp ectively); and ‘O rganisational structure and c lim ate’ 
and ‘Total stress’ (p < .05). T his su ggests  as exp ected  that taking rational (p ositive) actions 
reduces the exp erien ce o f  stress.
Further, for the m ales, in direct contrast to all the subjects together, all o f  the O SI w ork  
stress factors (ex cep t for ‘H om e/w ork  in terface’) correlated sign ifican tly  and p o sitiv e ly  
w ith  ‘P allia tive resp on se’(all, p < .0 5 , excep t for ‘M anagerial ro le ’ and ‘Total stress’, 
p < .0 1 ). W hereas for the fem ales, n on e o f  the stress factors correlated w ith  ‘Palliative  
resp on se’ and the relationship gen era lly  w as in  a n egative  direction. T he other gender  
differences w ere  found w ith  the correlations w ith  ‘S ocia l support’. T his cop in g  strategy  
for the m ales o n ly  correlated w ith  ‘Career and A ch iev em en t’ (n egative ly  - p < .0 1 ). For the 
fem ales, this strategy correlated s ign ifican tly  on ly  w ith  ‘H om e/w ork  in terface’ (p ositive ly  
p = .01 ). T his su ggests that as this stressor grew , the m ore the fem ales m ade u se  o f  ‘Socia l 
support’ as a cop in g  strategy. ‘D ep ressiv e , E m otive and P assive  resp o n ses’ correlated w ith  
all the w ork stress factors for all the subjects together and for each o f  the genders 
separately (p < .00 1), that is as the stress grew  so did the cop in g  response o f  depression, 
em otive and p assive  w ays for d ea lin g  w ith  that stress.. (For above correlations, see  
appendix D 9: tables D 9 .5 -7 ).
O n exam in in g  the correlations w ith in  the cop ing  sc a le ’s factors, ‘S ocia l support’ did not 
correlate w ith  ‘D ep ressive  or P assive  resp o n ses’. H ow ever, for all the subjects and the 
m ales on their ow n , both these latter strategies sh ow  a negative relationship w ith  ‘S ocia l 
support’; w hereas for the fem ales, there w as a p ositive  relationship. T his su ggests that the 
m ales w ere le ss  lik e ly  to use ‘S ocia l support’ w h en  they w ere responding to stress w ith  
‘D ep ressive  or P assive  resp o n ses’ than the fem ales. A lso  ‘E m otive resp o n se’ d id not 
correlate w ith  ‘R ational action s’, though there w as a n egative relationship . A ll the rest o f  
the cop in g  strategies correlated p o s it iv e ly  w ith  each other, including, surprisingly, ‘P assive  
resp on se’ w ith  ‘Rational action, (all pc.O O l). H ow ever, there are d ifficu lties w ith  the 
results for ‘P assive  resp on se’ as there w as a lo w  internal reliab ility  result for this factor 
(see  appendix B 1 4 ). The excep tion  w as that ‘R ational action ’, not unsurprisingly, 
sign ifican tly  correlated n eg a tiv e ly  w ith  ‘D ep ressive  resp on se’ (p < .05). T h ese patterns also
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applied  to each o f  the genders w h en  exam in ed  separately, this indicates that the m ore  
rational actions w ere taken the le ss  the exp erien ce o f  depression  there w as for the subject. 
(For ab ove correlations, see  append ix  D9: tables D 9 .2 -4 ).
T he above cop in g  strategies w ere a lso  exam ined  for correlations w ith  the num ber o f  ‘days 
o f f  s ic k ’. W hen  all the subjects w ere exam in ed  together, the num ber o f  ‘days o f f  s ic k ’ 
correlated p o sitiv e ly  w ith  ‘S o c ia l support’ (p < .05 ) and ‘D ep ressive  and E m otive  
resp o n ses’ (both p < .00 1). H ow ever , w h en  the m ales w ere exam ined  separately, on ly  
‘E m otive resp o n ses’ correlated w ith  ‘days o f f  s ic k ’ (p = .01 ). W here the fem ales w ere  
exam ined , their num ber o f  ‘days o f f  s ic k ’ correlated w ith  ‘D ep ressive  and P a ssiv e  
resp o n ses’ (both p < .00 1) and ‘E m otive  resp o n se’ (p < .0 1 ), bearing in m ind that the fem ales  
took  sign ifican tly  m ore days o f f  s ick  than the m ales (see  B 6 on the stress fin d in gs). So  
even  though the m ales suffered  sign ifican tly  m ore stress than the fem ales, the fem ales  
responded b y  u sin g  sign ifican tly  m ore o f  the n egative  cop in g  strategies and these  
correlated w ith  lev e ls  o f  sick n ess w h ich  w as a lso  sign ifican tly  h igher for the fem ales. (For 
above correlations, see  appendix D 8 : tables D 8 .2 7 -4 9 ).
Further, the lev e ls  o f  p resen teeism  for all the subjects correlated p o sitiv e ly  w ith  ‘R ational 
action s’ (p < .0 0 1 ) and ‘S ocia l support’ (p < .05 ) and n egative ly  w ith  ‘D ep ressive , E m otive  
and P assive  resp on ses’ (all p < .0 0 1 ). For the m ales and fem ales separately the correlations  
w ere the sam e excep t for ‘S ocia l support’ w h ich  did  not correlate at all for either o f  the 
genders separately. It is to b e borne in  m ind that the fem ales exp erien ced  sign ifican tly  
higher p resenteeism  than the m ales, i.e. they  fu n ction ed  better/m ore e ffe c tiv e ly  at w ork  
(see  B 6 on  the stress fin d in gs). Interestingly  the co p in g  strategy o f  ‘P allia tive  resp o n se’ 
w h ile  sh ow in g  no sign ifican t correlation did seem  to have a negative relationship  w ith  
p resenteeism  for the m ales, w h ile  for the fem ales there w as a p o sitiv e  relationship, 
su ggestin g  that ‘P alliative resp o n ses’ served  a different function for each o f  the genders. 
The use o f  this response, such as a h ob b y or past tim e enhances the fem ales productiv ity  
(increases their presenteeism ) w h ile  it has the op p osite  effect on the m ales or that the m ales  
u se it m ore as an avoidance or a d istraction from  d ea lin g  w ith  their stresses at w ork. (S ee  
appendix D 8 : tables D 8 .5 0 -52 ).
A m on gst the professionals, overall, ‘days o f f  s ic k ’ correlated s ign ifican tly  w ith  
‘D ep ressive  and E m otive resp o n se’ (p < .05 ). There w as no sign ifican t correlation w ith  this 
variable and any o f  the cop in g  strategies for the m ales, and for the fem ales on  their ow n, 
there w as a sign ificant n egative  correlation w ith  ‘R ational action s’ (p < .0 5 ) and a 
sign ificant p ositive  correlation w ith  ‘D ep ressive  resp o n se’ (p < .01). H ow ever, for the non­
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p rofession a ls, overall, nearly  all the cop in g  strategies correlated w ith  ‘days o f f  s ic k ’ w ith  
the excep tion  o f  ‘R ational a ctio n s’ w here there w as no correlation. T his w as m o stly  d ow n  
to the fem ales as the o n ly  cop in g  strategy w h ich  sign ifican tly  correlated w ith  ‘days o f f  
s ic k ’, for the m ales, w as ‘E m otive  resp o n ses’ (p < .05 ). For the fem ales all the cop in g  
strategies correlated w ith  ‘days o f f  s ic k ’ excep t for ‘R ational actio n s’ and ‘S ocia l support’. 
(S ee  appendix D 8 : tables D 8 .4 4 -5 0 ).
W ith  respect to ‘w eek ly  a lcoh ol in tak e’, both the professional and non-professional groups 
sh o w ed  sign ifican t correlations b etw een  this variable and ‘P assive  resp on se’ (p < .01). For  
the p rofession a l group, the m ales a lso  sh ow ed  sign ificant correlation b etw een  this variable  
and ‘E m otive resp on se’. H ow ever, for the non-professionals, overall there w as a 
sign ifican t n egative  correlation b etw een  this variable and ‘P alliative resp on se’; and for the  
fem ales there w as also a sign ifican t p o sitiv e  correlation w ith  ‘D ep ressive  and E m otive  
resp o n ses’ (p < .01). (S ee  appendix D 8 : tables D 8 .9 3 -98 ).
T hus, it w ou ld  seem  that there w as little d ifference b etw een  the age groups and 
p rofession a l status o f  the respondents in their m ethods o f  cop in g  w ith  stress. H ere the  
critical d ifferen ces seem  to be gender sp ec ific  in that the fem ales w ere m ore lik e ly  than the 
m ales to u se  ‘P alliative, D ep ressive  and E m otive resp on ses’ and ‘S ocia l support’. There  
w as gen erally  no gender d ifferen ces in  the u se  o f  ‘R ational a ctio n s’ or ‘P assive  resp o n ses’ 
excep t that the younger 16-35 year o ld  m ales am ongst the n on-professional group w ere  
m ore lik e ly  than the fem ales w ith in  those groups, to u se  these last tw o cop in g  strategies as 
a w a y  o f  d ealing w ith  their stresses. C om paring professional w ith  non-professional, the 
p rofession a ls w ere m ore lik e ly  to u se  ‘R ational a ctio n s’, ‘S ocia l support’ and ‘D ep ressive  
resp o n se’ (m ostly  the fem ales). H ow ever, w ith  respect to ‘days o f  s ic k ’ m ore o f  the 
cop in g  strategies correlated w ith  this variable for the non-professionals, e sp ec ia lly  the 
fem ales, this a lso  applied to the correlations b etw een  cop ing strategies and ‘w eek ly  a lcoh ol 
in tak e’. (For m ore detailed  analysis o f  the ‘W ell-b e in g ’ study -  cop in g  strategies results -  
see  appendix B 9)
5.7 Cost of stress
Part o f  the core study (stages 2 -3 ) w as to exam ine h o w  and in  w hat w ays the cou n sellin g  
serv ice  w as cost e ffec tiv e  in  reducing the stress experienced  by the subjects and to be able  
to put a financial figure to the productiv ity  sav in g  produced b y  reducing the stress 
exp erien ced  b y  the subjects. T o this end it w as im portant therefore to have som e concept 
o f  w hat stress w as costin g  the organisation as a w h o le  and to u se  the figures obtain as a
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m easure o f  w hat is  b e in g  saved  b y  the cou n sellin g  not directly  fin an cia lly  but b y  
im plication  in term s o f  im proved  productiv ity  either b y  reducing sick n ess lev e ls  and/or 
increasing the lev e l o f  presenteeism . B e lo w  is presented o n ly  the find ings concern ing the  
overall costs and the d ifferen ces w ith  respect to gender, as above it is seen  that not o n ly  do  
the genders exp erien ce stress d ifferently  but they  use very  d ifferent cop in g  resp on ses, 
further the pay sca les w ere sign ifican tly  different b etw een  the genders so the costs o f  stress 
b etw een  the genders w o u ld  be exp ected  to be different. T his, in its turn, w ill  have a 
bearing on the relative saving produced b y  the cou n sellin g  depending on  the gender  
differences in  u tilization , and h en ce the overall co st e ffec tiv en ess o f  such a service.
Table 5.7.1 Total cost of stress (in pounds) x gender
Days sick Cost of Cost of Stress
Gender last year sickness presenteeism costs
Male Mean 4.92 £309.28 £2390.45 £2522.20
N 804 741 427 409
Female Mean 6.71 £338.20 £1540.30 £1684.37
N 1395 1234 628 592
Total Mean 6.05 £327.34 £1884.67 £2024.12
N 2199 1975 1055 1001
(T he total cost due to stress w as calcu lated  b y  taking the costs due to sickness and u sing  60%  o f  that figure {as per  
K earns, 1986} and adding the resultant figure to the costs o f  presenteeism .)
(It is well to remember this was at 1996 cost calculations -  when the study was carried out; but if this was to 
be converted then the inflation rate from July, 1996 to December, 2008 can be taken as being 33.90% 
{InflationData.com}, so all figures would need to be multiplied by this rate).
Table 5.7.2 Total cost of stress (in pounds) x gender -  significant differences
t df
sig.
(2-tailed)
Cost of sickness -.6 0 2 1973 .547
Cost of presenteeism 2.778 1053 .006
Stress costs 2.377 999 .018
The sick n ess costs w ere calculated b y  taking the num ber o f  availab le w ork ing  days per  
year (260 ). T his figure w as then d iv id ed  into the annual salary to g iv e  the daily  salary. 
The sick n ess co st w as then calcu lated  b y  m u ltip ly in g  the d aily  salary b y  the num ber o f  
days sick.
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T he co st o f  p resen teeism  w as calcu lated  first b y  recogn isin g  that the m ean response for the 
estim ated  e ffic ien cy  lev e l w as about 80% . T his w as taken then as the base m easure, so any  
scores above that w ere ex clu d ed  and the rest w ere calculated as fractions o f  80  and this 
fraction w as taken aw ay from  1 , this w ou ld  represent the fraction lost in  w ork e ffic ien cy  
(A ). T he num ber o f  days at w ork  for this calcu lation  w as calculated as the total num ber o f  
days at w ork  (2 6 0 ) m inus the average num ber o f  days leave  (30); then the num ber o f  days  
sick  w ere deducted (B ). T his figure w as then m ultip lied  by the fraction lo st in e ffic ien cy  
(A x B ). T his sum  w as then m u ltip lied  b y  the daily  salary. Thus a figure w as arrived at that 
represented an estim ate, from  the em p loyee's po in t o f  v iew , o f  w hat stress at w ork  costs  
him /her in  e ffic ien cy  or w hat the low ered  productiv ity  is costin g  the organisation (the  
cou n ty  cou n cil). T he total stress costs w ere calcu lated  b y  sum m ing 42.6%  o f  the costs o f  
sick n ess w ith  the costs o f  p resen teeism  (K earns {1 9 8 6 }  su ggested  that up to 6 0 %  o f  all 
w ork  absence is caused  b y  stress-related disorders and o f  that 71%  o f  the stress is seen  as 
w ork  related {C ooper and D av id son , 1982} thus equalling 42.6% ).
From  the ab ove table 5 .7 .1  it w as calcu lated  that the total num ber o f  days o f f  s ick  for the 
sam ple w as 13,303 days a year (m ean x  no. o f  respondents). B ased  on  this figure an 
extrapolation to the w h o le  organisation  (total w ork  force =  17614) w ou ld  g iv e  a total o f  
lo st w ork ing days to sick n ess in  a year as b ein g  106 ,557 .1  days.
T he figure for the estim ated  co st o f  the sick n ess o f  the sam ple w as nearly  £ 6 4 6 ,5 0 0  (or  
equivalent to £ 8 6 6 ,0 0 0  in  2 0 0 8  -  see  above table 5 .7 .1 ). I f  this figure is extrapolated for  
the w h o le  organ isation’s w ork  force o f  17 ,614 , this w ou ld  g iv e  a figure o f  the cost o f  
sick n ess to the cou n cil o f  £ 5 ,1 7 8 ,4 6 7  i.e. nearly £ 5 .2  m illion  (or £ 6 .9  m illion  in 2 0 0 8 ) .
T he co st o f  p resenteeism  g o es  even  higher. For the sam ple as a w h o le  the cost w as over  
£ 1 ,9 8 8 ,3 2 7  (£ 2 ,6 6 2 ,0 0 0  in  2 0 0 8 ). I f  this figure is extrapolated for the organisation  as a 
w h o le , the cost o f  p resen teeism  is estim ated to be £ 3 3 .2  m illio n  (£ 44 .5  m illio n  in  2 0 0 8 ). 
Further, from  this sam ple, in the calcu lation  concerning the lev e ls  o f  presen teeism  the 
percentage exp erien cin g  lev e ls  b e lo w  the considered  norm  o f  80%  perform ance lev e ls  w as  
27%  o f  the ‘W ell-b e in g ’ sam ple or 33%  o f  the m ales and 23 % o f  the fem ales.
T hus the estim ated  total cost o f  stress to the organisation w as seen  as the sum  o f  42 .6%  o f  
the co st o f  sick n ess and the co st o f  presenteeism  i.e. £ 2.0 m illio n  for this sam ple (or £ 2.68 
m illio n  in 2 0 0 8 ). I f  extrapolated for the w h o le  w ork force then the figure for the total cost 
o f  stress to organisation is  estim ated  at £ 3 5 .2  m illion  per year (£47.1  m illion  in  2 0 0 8 ).
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From  the table 5 .7 .1  above it is seen  that w om en  estim ated  that they  h ave  m ore sick  leave  
than m en  and so  they co st the organisation 4.4%  m ore in  sick n ess costs , though the 
d ifferen ces in  the costs for sick n ess for both genders w ere not sign ificant. B ut the co st o f  
presen teeism  w as higher in  m en , costin g  the organisation 2 1 .6% m ore than the w om en . 
Thus the total stress for the m en  cost the organisation 16.2%  m ore than the stress costs for 
the fem ales. So the m a le s’ costs for p resenteeism  and h ence total stress costs w ere  
sign ifican tly  different from  that o f  the fem ales (p< .01 and .05 resp ective ly ).
(For m ore deta iled  analysis o f  the ‘W e ll-B e in g ’ study -  stress costs results -  see  appendix
B 1 1 )
5 .8  S u m m a ry
The aim  o f  the analysis reported in  this chapter w as to extract data inform ation from  the 
W ell-b e in g  study o f  stage 1 w h ich  w ill be n eed ed  in the analysis o f  the data from  the study  
into the e ffec tiv en ess o f  the b r ie f cou n se llin g  serv ice  as provided through the E A P service. 
S om e o f  the data extract w as in order to be able rate h o w  representative w as the 
cou n sellin g  sam ple o f  subjects as com pared w ith  the proportion o f  th ose groups exam ined  
in  the general b aselin e sam ple group from  stage 1 o f  the study. Further, the rest o f  the data 
extracted from  stage 1 w ill be u sed  as b aselin e m easures for com paring the cou n sellin g  
subjects w h en  th ey  first com e to cou n se llin g  and to see  h ow  far they  m o v e  tow ards the 
b aselin e norm s b y  the end o f  their therapy or b y  the 6 m onth fo llow -u p  period.
Thus before sum m arising the relevant find ings from  stage 1 it m ight b e h elp fu l to k n ow  the 
areas that w ill be o f  interest in  the stages 2 -4  so the relevance o f  the stage 1 m igh t be better 
understood. F irstly  it w ill  be o f  interest in stage 2 to look  at w h o  co m es to cou n se llin g  
w ith  respect to gender, age and p rofession al status as various c la im s w ere sh ow n  in the 
literature rev iew  that those w h o  com e to cou n sellin g  per se and th ose w h o  com e to benefit 
from  the serv ice  as offered  b y  an E A P are m ain ly  you n g  fem ales and th ose from  the m ore 
p rofession al group o f  em p loyees. H ow ever, the k ey  issu e here is that in form ation  about 
w h o com es for cou n sellin g  is first to k n ow  h o w  representative w as the co u n se llin g  group  
w ith  respect to the baseline norm ative group from  the stage 1 study in  order that the key  
questions can b e address, that is, w h o  com es for cou n sellin g  and are there d ifferen ces in  
the co u n se llin g  e ffec tiv en ess w ith  respect to the different groups exam in ed . T his question  
concerns w hether there are dem ographic d ifferences in the exp erien ce o f  stress, cop in g  
strategies and their ability  to m ake u se  o f  cou n sellin g  to change. T he m ain  dem ographic  
groups that w ere o f  interest w ere the gender, age and professional status groups. T hese
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com parisons are not w e ll m ade w ith in  the research into the e ffec tiv en ess o f  EA P b r ie f  
therapy. Further an im portant part o f  the analysis o f  the effectiven ess o f  the b r ie f therapy, 
a part that is im portant both to the provider and to the purchaser, is w hether the serv ice  is  
co st e ffec tiv e , and i f  so , w ith  w h om  is it m ore co st effective .
H en ce the results o f  stage 1 can b e  sum m arised as fo llo w s. The sam ple group can be said  
to represent the w ork force firstly  b ecause the random  sam ple response rate w as h igh  at 
43% . Further the proportion o f  m ales to fem ales, age groups and profession a l status o f  the  
respondents fairly represented the population o f  each group w ith in  the organisation. The  
o n ly  p o ssib le  problem  w as that the num bers o f  part-tim er m em bers o f  s ta ff  w ere under  
represented particularly am ongst the fem ales. T his cou ld  have been  b ecau se they  w ere  
m issed  out during the distribution o f  the questionnaires b ecau se they w ere not at w ork at 
the tim e or that they did not fee l the need  to fill out a questionnaire about stress at w ork as 
they  did not fee l stress th em selves, as the find ing  w as that this group o f  s ta ff  in w hat ever  
jo b  they  w ere d o in g  (h igh  stress or lo w  stress) experienced  sign ifican tly  less  stress in all 
factors w h en  com pared w ith  their fu ll-tim e co lleagu es.
The rate o f  s ick n ess w as relevant not on ly  to a llo w  for som e calcu lation  w ith  respect to the  
costs o f  stress but also to a llow  for the calcu lation  w ith  respect to the cost e ffec tiv en ess o f  
the co u n se llin g  service. The lin k  here w ill be the relationship b etw een  sick n ess and stress 
at w ork. It is hop ed  that the cou n sellin g  w o u ld  reduce the am ount o f  stress experienced  
and hence have a direct e ffec t on  the lev e ls  o f  sick n ess and thus save the organisation b y  
w a y  o f  im proved productivity. In the exam ination  o f  the am ount o f  s ick  lea v e  taken b y  the  
b aselin e sam ple it w as found that the fem ales took  sign ifican tly  m ore tim e o f f  sick , 
particularly the non -p rofession als fem ales. T his w ill b e  important w h en  look in g  at w h o  
seek s out cou n sellin g  and w hether the am ount o f  sick  leave is a predicator w ith  respect to  
w h o com es for cou n sellin g . Further, i f  s ick -leave  correlates w ith  stress and is seen  as a 
cop in g  strategy, then changes in  both should  have an e ffec t on the cost e ffec tiv en ess o f  the  
cou n se llin g  serv ice , bearing in m ind that it is calcu lated  that 42.6%  o f  sick n ess is w ork  
stress related (K earns, 1986; C ooper and D avid son , 1982). The question  here is, i f  the  
m ales take considerab ly  less  sick  leave than the fem ales are they less stress and hen ce need  
to u se  cou n sellin g  less?
T his question  is perhaps addressed b y  the exam ination  o f  the relative lev e ls  o f  
presen teeism  as reported b y  the subjects. The m ales reported sign ifican tly  low er lev e ls  o f  
p resen teeism  than the fem ales, ind icating that w h ile  they take less tim e o f f  sick  for stress,
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w h ile  at w ork they are perform ing at sign ifican tly  low er  lev e ls  o f  e ffec tiv en ess  than the 
fem ales. T his w ou ld  su ggest that the m ales w ere not le ss  stressed than the fem ales but u sed  
different cop in g  strategies, in that th ey  w ere staying at w ork  but w ere not perform ing w e ll  
or w ere not h ig h ly  productive.
T his becam e clearer w h en  exam in in g  the data on the lev e ls  o f  stress as exp erien ced  b y  
each  gender. W h ile  there w as no real d ifference in the relative order concern ing  w h ich  
stressors bothered each gender m ore, it w as clear that the m ales w ere sign ifican tly  m ore  
stress than the fem ales for all the stress factors excep t for ‘H om e/w ork  in terface’ w here  
there w as no sign ifican t d ifference. T he correlating o f  the stress factors w ith  days o f f  sick  
validated  the relationship  b etw een  th ese  variables but o n ly  in the case  o f  the fem ales.
A nother variable not w e ll address in the research into the e ffec tiv en ess  o f  b r ie f therapy is 
that o f  age. Thus the d ifference b etw een  the younger age group o f  subjects (1 6 -3 5 ) and the 
older group o f  subjects (3 6 -6 4 + ) w ith  respect to their responses to stress w ere exam ined . 
A s m igh t be exp ected  the younger age group experienced  particularly sign ifican tly  m ore  
stress w ith  respect to ‘Career and ach iev em en t’, w hereas the o lder age group experienced  
sign ifican tly  m ore stress w ith  respect to ‘Factors intrinsic to the j o b ’ i.e. struggled w ith  the 
co m p lex ities  o f  the work; ‘M anagerial ro le ’ -  perhaps because they  are m ore lik e ly  to have  
m anagerial responsib ilities; and ‘H om e/w ork  in terface’, as th ey  are m ore lik e ly  to have  
grow in g  fam ilies. B ut there w as no d ifferen ce in  the total stress experienced  b etw een  the 
age groups. H ow ever, the younger age group o f  m ales sh ow ed  few  d ifferen ces w h en  
com pared w ith  the younger fem ales excep t that the you n ger fem ales exp erien ce  
sign ifican tly  m ore stress from  ‘H om e/w ork  in terface’ than the you n ger m ales. B ut w h en  
the genders w ere com pared in the o lder age group, the m ales exp erien ce sign ifican tly  m ore  
stress in  all the factors excep t ‘H om e/w ork  in terface’ w here there w ere no gender  
d ifferences. So  w h ile  the older m ales gen erally  experience the m ost stress both genders 
struggled  trying to get their liv e s  at h om e and at w ork  balanced, as did the younger age  
group o f  fem ales, though this did n ot seem  to w orry the younger age group o f  m ales as 
m uch. T his data w ou ld  su ggest that the you n ger age group o f  m ales seem ed  to b e m ore  
fo cu ssed  on their careers than problem s o f  w ork /life  balance.
It w ou ld  seem  that the on ly  tim e w h en  the m ales experienced  sign ifican tly  h igher stress 
le v e ls  throughout the w ork  stress factors than the fem ales, w as w h en  they w ere 3 6 -6 4 +  and  
in  the non-professional group. The gender d ifferences did not rea lly  ex ist, ev en  w h en  
controlled  for age, for those in p rofession a l p osts, even  though the profession a l group
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experienced  sign ifican tly  m ore stress than the non -p rofession als. B ut there w ere  
sign ifican t d ifferen ces for all the w ork  stress factors for the o lder 3 5 -6 4 +  age group o f  the 
n on-professional, w h en  com paring the genders. H ere it w as found the m ales exp erien ces  
sign ifican tly  m ore stress than the fem ales in  this group and sh ow ed  low er lev e ls  o f  
‘p resen tee ism ’. B ut the fem ales sh o w ed  higher sick n ess lev e ls  and their lev e ls  o f  stress for 
all w ork  stress factors correlated s ign ifican tly  w ith  their ‘w e e k ly  a lcoh o l in tak e’. T his 
applied to both the age groups o f  n on -p rofession a l fem ales.
W hen exam in in g  the gender d ifferen ces w ith  respect to cop in g  strategies it w as also  
apparent that there w ere clear d ifferen ces in their cop in g  responses to stress. T he m ales  
tended to u se  ‘R ational action s’ and ‘P assive  resp on ses’ sign ifican tly  m ore than the 
fem ales. T his latter w as confirm ed in  that the m ales con su m ed  sign ifican tly  m ore a lcohol 
and that a lcoh o l consum ption  correlated w ith  ‘P assive  resp o n se’ on ly  for the m ales. The  
fem ales tended to u se  ‘S ocia l supports’, ‘D ep ressive  and E m o tiv e ’ responses s ign ifican tly  
m ore than the m ales. T his w ou ld  m ean  that the fem ales w ou ld  u se  friends for support and 
advice or b eco m e depressed  or exp erien ce tension  and shout at co lleagu es, fam ily  or 
partners w h en  under stress m ore than the m ales.
W ith respect to age d ifferences in co p in g  strategies as m ight b e  expected  the you n ger age  
group tended to u se  sign ifican tly  m ore ‘E m otive resp o n ses’ i.e . shout or b eco m e verbally  
aggressive, or w o u ld  use ‘P assive  resp o n se ’ e.g . have a drink and try to forget about the 
problem , h op in g  it w ill go  aw ay. T he latter cop in g  response w as used s ign ifican tly  m ore  
b y the you n ger m ales and the ‘E m otive  resp on se’ w as u sed  sign ifican tly  m ore b y  the 
younger fem ales w h en  com pared w ith  the older age group w ith in  each gender.
It w ou ld  seem  that there w as little d ifferen ce b etw een  the age groups and p rofession al 
status o f  the respondents in  their m ethods o f  cop in g  w ith  stress. H ere the critical 
differences seem  to be gender sp ec ific  in that the fem ales w ere m ore lik e ly  than the m ales  
to u se  ‘P allia tive , D ep ressive  and E m otive  resp o n ses’ and ‘S ocia l support’. There w as 
generally  no gender d ifferences in the u se  o f  ‘R ational a ctio n s’ or ‘P assive  resp o n ses’ 
excep t that the you n ger 16-35 year o ld  m ales am ongst the non-professional group w ere  
m ore lik e ly  than the fem ales w ith in  th ose groups, to u se  these last tw o cop in g  strategies as 
a w a y  o f  d ealin g  w ith  their stresses. C om paring p rofession a l w ith  n on -p rofession a l, the 
p rofession als w ere m ore lik e ly  to u se  ‘R ational actio n s’, ‘S oc ia l support’ and ‘D ep ressive  
resp on se’ (m o stly  the fem ales). H ow ever , w ith  respect to ‘days o f  s ic k ’ m ore o f  the 
cop in g  strategies correlated w ith  this variable for the n on -p rofession als, e sp ec ia lly  the
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W om en  w ere seen  as taking sign ifican tly  m ore tim e o f f  sick  than m ales, but these w o m en  
tended to com e from  the low er paid  fem ales, so  w h ile  the s ick n ess costs o f  the fem ales  
w h en  com pared w ith  the m ales w as h igher the d ifferen ces w ere not sign ificant. H ow ever, 
as the lev e l o f  p resen teeism  in the m ales w as sign ifican tly  low er than the fem ales, the 
m ales w ere costin g  the organisation sign ifican tly  m ore than the fem ales due to low er  
productivity. O verall the total stress cost to the organisation i f  the data w as extrapolated to 
the w h o le  organisation w as calcu lated  to be in  the region  o f  £47 .1  m illio n  (as calcu lated  to 
b e the 2 0 0 8  equivalent figure taking into account the rate o f  in flation  b etw een  1996  and  
2 0 0 8 ). T his had further im p lication s w ith  respect to the im portance that the cou n se llin g  
p rocess is  cost e ffec tiv e  in  reducing the exp erien ce o f  stress b y  enabling the clien ts to  learn  
m ore e ffec tiv e  cop in g  strategies and thus sav in g  m ore in  productiv ity  for the organisation  
than the EA P cou n sellin g  service is costin g  the organisation.
A ll the above gender, age and profession a l status d ifferences illustrates the im portance o f  
exam in in g  each factor separately, w hether it is for w ork stress or cop in g  strategies, as one  
factor can cancel out another w h en  sum m ed together or at least con fou n d  the data. M any  
studies have not b een  able to do this as the data base w as not large enough  or 
representative enough. The large data base produced from  stage 1 has m ade this k ind o f  
analysis p ossib le . T hese d ifferences a lso  underline w h y  it w as seen  as im portant that the  
data for stages 2 -4  b e exam in ed  in this w a y  too, i.e. that it is ack n ow led ged  that the 
exp erien ce o f  stress and the cop in g  strategies for each gender, age and p rofessional status 
group w as different and thus the e ffects o f  the cou n sellin g  m ay  h ave d iffering effects  on  
the m ales as com pared w ith  the fem ales w ith in  each o f  th ese  groups. T his w ill  be  
particularly im portant w h en  exam in in g  the change process as a result o f  the cou n sellin g . I f  
there are d ifferences in  responses to the different factors then there w ill p o ss ib ly  be  
differen ces in the change process in response to the cou n sellin g  b y  the d ifferent genders, 
age and professional status groups. It rem ains to be seen  w hether this has im plications for  
h o w  cou n sellin g  for these groups e ffec ts  change w ith  respect to these factors or w hether  
the gender/age/professional status stress d ifferen ces w ill a ffect h o w  m uch such groups 
u tilise  and respond to the service.
Thus in  con clu sion  the data from  stage 1 o f  the study clearly  sh ow s that the gender, age  
and p rofessional status o f  a subject affects not on ly  the exp erien ce o f  stress but the
females, this also applied to the correlations between coping strategies and ‘weekly alcohol
intake’.
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resp on ses to those stresses and those d ifferen ces create cost im p lication s particular 
b etw een  the genders as a result o f  lo st productivity. H en ce this w ou ld  seem  to su ggest that 
to m axim ise  the co st e ffec tiv en ess o f  a b r ie f therapy cou n sellin g  then these d ifference w ill  
have to be addressed. This is to su ggest already that counsellors m ight need  to w ork  
differently  w ith  d ifferent dem ographic groups and that ‘one size  fits a ll’ m ay not be  
appropriate. It rem ains to be seen  w hether this is su ggested  b y  the results from  the 
cou n sellin g  serv ice  i.e . w hether there are gender and age response/change d ifferences as a 
result o f  the co u n se llin g  process.
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6. Results for Stage 2: Analysis of Pre-treatment questionnaire (stage 2) 
Comparison with the baseline sample in stage 1.
6.1 Introduction
Stage 1 o f  this study fo cu ssed  on  producing b aselin e data against w h ich  to com pare those  
subjects w h o cam e for b r ie f  therapy v ia  the E A P serv ice  as provided  for the E ducation  and 
S o cia l Services departm ent o f  N o rfo lk  C ounty C ouncil. This chapter w ill focu s m ain ly  on  
the resulting data co lla ted  from  stage 2 o f  the study. Stage 2  o f  the study w as w here, 
subjects, com in g  for cou n sellin g , w ere g iven  a sim ilar questionnaire to that w h ich  w as 
u sed  in stage 1. T h is questionnaire w a s g iven  to them  id ea lly  prior to the subjects m eetin g  
w ith  their cou n sellor , but this w as som etim es not p o ssib le  i f  they w ere m eetin g  w ith  the 
cou n sellor  before th ey  received  the questionnaire in the post. In this case th ey  w ere asked  
to fill out the questionnaire before the sessio n  or im m ed iately  after the first session . T his 
questionnaire w a s ca lled  the ‘C lient assessm en t’ questionnaire, but for clarity in  the 
analysis o f  the data this w as ca lled  the ‘pre-treatm ent’ questionnaire. S tage 3 o f  the study  
w as w here the subjects w ere either g iv en  the ‘post-treatm ent’ questionnaire b y  their 
therapist/counsellor im m ed iately  after their last sessio n , or i f  the therapist forgot or i f  they  
did not attend for their last session , they  w ere sent the post-treatm ent questionnaire b y  the 
adm inistration at the E A P providers h ea d -o ffice  as soon  as the c lo s in g  papers w ere sent in  
b y  the counsellor. T his questionnaire w as then to b e sent onto the U n iversity  in  a s.a .e. 
provided. Stage 4  o f  the study w as carried out 6 m onths after the closure o f  the case  w h en  
a fo llow -u p  questionnaire w as sent out to all subjects, irrespective o f  w hether th ey  had  
returned the post-treatm ent form  or not.
T he focus o f  this chapter w as to exam in e the data from  the pre-treatm ent questionnaire and 
to com pare the responses w ith  those o f  the b aseline sam ple, w ith  particular reference to 
h o w  representative the cou n sellin g  sam ple w as, as com pared w ith  the b ase lin e  sam ple w ho  
responded in stage 1. The m ain interest here w as to lo o k  at the gender, age groups and 
p rofession al status o f  the sam ple and to see  h ow  representative the co u n se llin g  sam ple w as  
as com pared w ith  the b aselin e stage 1 sam ple. Further, the data presented here w ill  o n ly  be  
that w hich  this study has decide to focu s on  either to com pare w ith  the data presented  in  
chapter 5 or that w h ich  w ill be u sed  for com parisons w ith  the stages 3 and 4  
questionnaires.
T he results presented here w ill firstly  note the num ber o f  responses from  all the three
stages o f  the study i.e . stages 2 -4  so the lev e l o f  attrition can be noted  i.e . the reduced
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response rate as the study progress through the three stages. Then the results w ill focu s on  
the dem ographics o f  th ose  w h o  responded at the pre-treatm ent stage (stage 2) com paring  
that sam ple w ith  those groups in  the b ase lin e  sam ple (stage 1). T he focu s w ill be on  
gender, age groups and p rofession a l status o f  the sam ple. Then the data concern ing the  
num bers o f  days sick  leave  reported b y  the sam ple, w ill be presented fo llo w ed  by; the 
lev e ls  o f  presenteeism ; the relative a lcoh ol consum ption  and fin a lly  then the relative cost  
o f  stress as produced b y  this sam p le as com pared w ith  the b aselin e sam ple. A ll the latter 
data w ill  b e  exam ined  com paring the d ifferent dem ographic groups as on e o f  the k ey  issu es  
for focu s for this study are the response d ifferen ces betw een  groups. M ore dem ographic  
and other data w as produced b y  the questionnaire but they w ere not analysed  here as the 
inform ation w as not essen tia l to the decided  focu s o f  this study.
6 .2  R e tu r n e d  q u e st io n n a ire
B e lo w  is listed  the num bers o f  subject w h o  responded at each o f  the stages 2 -4  o f  the study  
and the num bers and proportions w h o  com pleted  form s at m ore than on e stage o f  the study. 
The data in  the table w as then sum m ed to produce the figures, for exam p le, for the overall 
num ber o f  different subjects w h o  participated at least in som e part o f  the study
T a b le  6 .2: N u m b e r  o f  r e tu r n e d  q u e stio n n a ire s
Q u e stio n n a ir e s F r e q u e n c y V a lid  P ercen t
P re/P ost/ F o llow -u p 33 10.8
P re/P ost on ly 107 35.1
P re/F ollow -u p  on ly 23 7.5
Pre -  O nly 78 25 .6
P ost -  O nly 33 10.8
F o llo w -u p  O nly 28 9.2
P ost/F o llow -u p  on ly 3 1.0
T o ta l 305 100.0
From  the ab ove table 6 .2  can be seen  that 241 (79% ) o f  total responding co u n se llin g  c lients  
sent in p re-cou n sellin g  questionnaires, 58%  filled  out a post-treatm ent questionnaire and  
29%  filled  out the fo llow -u p  questionnaire. O f  those w ho filled  out the pre-treatm ent
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questionnaire 10 .8% com p leted  both the p ost-cou n sellin g  and fo llow -u p  questionnaires; 
35.1%  com p leted  o n ly  the p re/p ost-cou n sellin g  questionnaires and 7.5%  com p leted  the pre 
and fo llow -u p  questionnaires. 25.6%  com p leted  on ly  the p re-cou n sellin g  questionnaire. It 
is d ifficu lt to k n ow  w h y  the drop out occurred. T he failure to return any post-treatm ent or 
fo llow -u p  questionnaires could  be due to the subjects not rece iv in g  them  or the client 
ch o o sin g  not to f ill  them  out. There w ill  be som e exam ination  o f  the data in  later chapters 
to see  i f  there w ere any d ifferences in the populations o f  the responders and n on ­
responders o f  th ese  last questionnaires. T h ose w h o  o n ly  filled  out the p ost or the fo llo w -u p  
m ay be due to som e counsellors not b ein g  su ffic ien tly  in v o lv ed  to have rem em bered to 
g iv e  the questionnaire prior to treatment. (71%  o f  all cou n sellin g  subjects w ere seen  b y  
35%  o f  the cou n sellors {8 out o f  2 3 }  and these had seen  5 -19 .9%  o f  the subjects {see  
appendix C: frequency o f  responses from  each cou n sellor}).
O ver the period o f  the research a total o f  368  clien ts w ere seen  (representing 2 .94%  o f  the 
total w ork force w h o  w ere e lig ib le  to u se  the cou n sellin g  serv ice  (i.e . E ducation and S ocia l 
S erv ices D epartm ents). 305  different clien ts responded at som e point to the research  
representing 82.9%  response rate. T he reason 63 did not fill a questionnaire m ay  b e  
b ecause they  w ere n ever g iven  one b y  the cou n sellor  or the ca ll centre, or they  refused  to  
participate.
6.3 Demographic data comparisons with the baseline sample group
6.3.1 Gender frequencies
The data presented b e lo w  w ill sh ow  the gender d ifferences and this data w ill be com pared  
w ith  that from  the b ase lin e  study (stage 1) in  order to assess h o w  representative those  
com in g  for co u n se llin g  w ere o f  the general population  from  w h ich  they  cam e. T he data on  
gender, age grouping and professional status w ill be presented b e lo w . T he data on  part- 
tim ers w ill not be presented because, as w as su ggested  in chapter 5, they w ere such  a lo w  
stressed group as com pare w ith  their fu ll-tim e co lleagu es that it w as thought that th is group  
w ill not be w e ll represented am ongst the cou n sellin g  group. T his w as the case  for nearly  a 
quarter o f  the b ase lin e  sam ple w as part-tim e and on ly  12.5%  cam e for co u n se llin g  as 
op p osed  to the 24.3%  w ith in  the organisation  as a w h o le  as represented b y  the response  
rate the b aselin e sam ple in stage 1 (and it w as b e liev ed  that this figure o f  24 .3%  w as  
p o ssib ly  an under-representation o f  th is group esp ecia lly  am ongst the n on -p rofession a l 
fem ales, see  chapter 5).
103
Table 6.3.1 Proportion of counselling responders x gender
G ender
B aselin e
frequency
B aselin e
percent
C ou n sellin g
frequency
C ounselling
percent
M ale 829 36 .2 72 27 .0
F em ale
1461 63.8 195 73 .0
T otal
2 2 9 0 100.0 2 6 7 100.0
W here the gender w as k n ow n  for the sam ple that cam e for cou n sellin g  during the research  
period, 73.0%  w ere fem ale  and 27.0%  w ere m ales. Com pared w ith  the proportion o f  each  
gender in  the ‘W ell-b e in g ’ b aselin e study, this w ou ld  seem  to be fairly representative, 
though the m ales w ere  sligh tly  under represented and there w as an increase o f  16% in  the  
fem ales w h o cam e for cou n sellin g  as com pare to those w h o  responded to the b aselin e stage  
1 questionnaire.
6.3.2 Age group frequencies
A lth ou gh  the ages o f  the subjects w ere orig inally  co lla ted  into seven  age groups it w as 
found in  the stage 1 analysis that the responses o f  the subjects differed m ore w h en  the age  
groups w ere d iv id ed  into tw o age groupings. T his a lso  facilitated  the analyses o f  those  
differences. Thus the subjects for the cou n sellin g  group w ere also grouped into the age  
groups o f  16-35 and 3 6 -6 4 +  for the com parative analyses.
Table 6.3.2 Age grouping of sample
Gender A g e  groupings Total
16-35 3 6 -6 4 +
77 - 1 5 %  (29% ) 6 1 -  85%  (71% ) 72
M ale
22%  (42% ) 29%  (34% ) 27%  (36% )
4 0 -  21%  (23% ) 1 5 0 - 1 9 %  (77% ) 1 9 0
F em ale
78%  (58% ) 71%  (66%) 73%  (64% )
Total 5 1 - 19%  (25% ) 2 7 7 - 8 1 %  (75% ) 2 6 2
(NB. In the table above, the numbers in italics are the actual numbers of respondents in each group. The 
numbers in bold are the percentages o f each group as a proportion o f each category. The numbers in the 
brackets are the equivalent percentages for that group that were found in the baseline measure in stage 1).
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From  the above table 6 .3 .2  it can be seen  that for the fem ales, the proportion from  each age  
group m atches the proportions o f  fem ales in each o f  those age groups in  the b aseline  
sam ple. H ow ever, in those com in g  for cou n se llin g  the younger m ales w ere w e ll 
unrepresented as com pared w ith  their proportion in  the ‘W ell-b e in g ’ study in  stage 1 w h en  
the m ales in both age groups w ere com pared. T his w as also the case w h en  the proportions 
o f  m ales to fem ales in the you n ger age group w ere com pared. That is the you n ger m ales  
w ere w e ll under represented, w hereas in the older age group the proportion o f  m ales to 
fem ale  fairly m atch the proportions w ith in  the b aselin e stage 1 sam ple. So  it w ou ld  seem  
that the m ales aged 16-35 w ere the group w h o w ere the least lik e ly  to u se  the cou n sellin g  
serv ice.
D ata w as also obtained from  the call centre w ith  respect ages o f  clien ts w h o  w ere referred  
to the therapist irrespective o f  w hether they opted to participate in the study. 
U nfortunately the ages o f  the clients w as on ly  recorded for 35%  (1 2 8 ) o f  th ose  referred for  
co u n se llin g  b y  the call centre. O f  these, 85.9%  w ere in the 3 6 -6 4 +  age group. Thus the 
proportions o f  those w h o answ ered a questionnaire, w ith in  each age groups w ere fairly  
sim ilarly  to the proportion o f  the overall num ber w h o  w ere offered  cou n sellin g . T his also  
su ggests  that the older age group w ere m ore lik e ly  to seek  out co u n se llin g  help  (for m ore  
detailed  gender/age results: see  appendix A 3: tables A 3 .1 -2 )
6.3.3 Professional status of sample
T he subjects recorded their jo b s on the questionnaire and then these w ere co lla ted  into the 
tw o categories o f  professional and n on-professional em p loyees.
T h ose w h o  w ere categorised  as p rofession al w ere all subjects w h o  w ere: 1 .T e a c h e rs ;  
3 .S o c ia l  W o rk e rs ; 4 .M a n a g e r s ;  1 1 .S u r v e y o r s ;  12 . H ig h w a y  I n s p e c to r ;  1 3 .C h i ld  
P s y c h o lo g is ts ;  1 4 .O c c u p a t io n a l  T h e r a p is ts ;  18 . L e g a l  E x e c u tiv e s ;  19 . T o w n  P la n n e r s ;
2 1 .A s s i s ta n t  M a n a g e rs ;  2 2 .H e a d  T e a c h e rs ;  2 8 .L ib r a r ia n s ;  3 1 .C iv i l  E n g in e e r s ;  32 . 
E d u c a t io n a l  A d v is o r s /I n s p e c to r s ;  3 3 .D e p u ty  H e a d s ;  3 4 . E n v ir o n m e n ta l is ts ;  3 6 . N u r s e s ;  
3 7 .E d u c a tio n a l  W e lfa re  O ff ic e r s ;  3 8 .A r c h a e o lo g is ts ;  3 9 . E n to m o lo g is ts  (n u m b e rs  r e fe r  to  
c o d in g  in  d a ta  c o lle c tio n ) .
T h ose w h o  w ere categorised  as n on-professional w ere all subjects w h o  w ere  not any o f  the 
above. (F o r  f u l l  o c c u p a t io n  f r e q u e n c y  a m o n g s t  c o u n s e l l in g  s a m p le  -  s e e  a p p e n d ix  C ).
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Table 6.3.3 Professional status of respondents x gender
Professional
status Professional Non-professional Total
Gender Male
55 -  79% (41%) 
29% (37%)
15-21%  (59%) 
22% (35%)
70
27% (36%)
Female 137-72%  (38%) 71% (63%)
52-28%  (62%) 
78% (65%)
189
73% (64%)
Total 192 -  74% (39%) 67-26%  (61%) 259
(Figures in the brackets represent the proportions in the baseline study; Figures in bold represent the 
equivalent proportions in the counselling sample)
T he proportions o f  p rofession a ls to n on -p rofession a ls in  the b aselin e ‘W ell-b e in g ’ sam ple  
(in  stage 1) in  each o f  the genders and overall w ere fairly sim ilar, and the proportion o f  
m ales to fem ales in each o f  the p ro fession a l status groups w ere a lso  fa irly  sim ilar and 
nearly o f  the respondents w ere fem a le  in both o f  the p rofessional status groups.
In the co u n se llin g  (stage 2 ) sam ple the proportions o f  m ales to fem ales in each p rofessional 
status group w ere a lso  sim ilar, as w as the proportion o f  each o f  the p rofession a l status 
groups w ith in  each gender, though as com pared w ith  the b aselin e sam ple the m ales w ere  
unrepresented esp ec ia lly  w ith in  the non -p rofession al groups. T he b ig g est d ifference  
b etw een  both sam ple groups w as that, in the b aselin e sam ple, the non -p rofession als m ade  
up the larger proportion o f  the w ork force but nearly % o f  those w h o cam e for cou n sellin g  
w ere in the p rofession al group, irrespective o f  gender, and the proportion o f  m ales in each  
o f  the profession a l groups w ere under-represented w ith in  the cou n sellin g  sam ple w h en  
com pared w ith  the b aseline sam ple.
6.4 Days off sick
D ays o f f  s ick  has b een  seen  to be a reflection  o f  the am ount o f  stress b ein g  experienced  by  
a w ork force. H ow ever, in  the an a lysis o f  the stage 1 data on the b ase lin e  sam ple it w as  
found that this w as on ly  the case  for the fem ales, that is, days o f f  sick  correlated w ith  the 
various stress factors. Further, in  the b ase lin e  sam ple the fem ales took  sign ifican tly  m ore  
days o f  sick  than the m ales, particularly the non-professional fem ales. T he questions to be  
addressed from  the stage 2 data is  w hether those w h o cam e for co u n se llin g  took  
sign ifican tly  m ore days o f  s ick  than the b aselin e sam ple and w hat w ere the gender and 
p rofession a l status d ifferences in  this sam ple.
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Table 6.4.1 Days off sick in the last year x gender
G ender M ean N
M ale
F em ale
(4 .9 2 )1 2 .1 2
(6 .7 7 )1 5 .7 4
64
169
T otal (6 .0 5 )6 .7 5 233
(Figures in the brackets =  Mean for baseline sample)
T a b le  6 .4 .2  D a y s  o f f  s ic k  in  th e  la s t  y e a r  x  g en d e r  -  s ig n if ic a n c e  d ifferen ces  
co m p a red  w ith  b a se lin e  sa m p le
H o w  m a n y  d a y s s ic k  lea v e  in  th e  la st year?
t d f
sig.
(2 -tailed)
T est value =  6 .05  b aselin e m ean
A ll subjects 4 .2 6 7 232 .000
T est va lue =  4 .9 2  b ase lin e  m ean - m ales
M ales 2 .1 4 4 63 .036
T est va lu e =  6.71 b ase lin e  m ean - fem ales
F em ales 3 .6 0 2 168 .000
From table 6 .4 .1  it is seen  that the m ean  num ber o f  days o f f  sick  for the co u n se llin g  sam ple  
w as 6 .75  days as com pared w ith  6 .05  days for the baseline sam ple. T his d ifferen ce w as  
very  sign ifican t (p < .001) (see  table 6 .4 .2 ). This su ggests that those com in g  for cou n sellin g  
had sign ifican tly  m ore days o f f  sick . For the m ales com in g to cou n sellin g , the m ean  
num ber o f  days o f f  sick  w as 12 .12  com pared w ith  4 .9 2  for the b aselin e sam ple. This 
difference w as sign ificant (p < .05 ). T he fem ales com in g  for cou n sellin g  had a m ean  o f  
15.74 days o f f  sick  com pared w ith  6.71 days for the b aselin e sam ple. T his d ifferen ce w as  
also very  sign ifican t (p < .001).
H ow ever, contrary to the findings from  the b ase lin e  sam ple w here there w as a sign ificant 
difference b etw een  the lev e ls  o f  sick n ess for the m ales and fem ales (fem ales having  
sign ifican tly  m ore days o f  s ick  w ith  p < .05  {see  chapter 5 and appendix B 6 : table B 6 .1 .3 } );  
for those com in g  for cou n sellin g  there w as no sign ifican t d ifference b etw een  the genders in  
their lev e ls  o f  sickness (see  appendix A 2: table A 2 .4 ). Thus it w o u ld  seem  that the 
cou n sellin g  sam ple took  sign ifican tly  m ore days o f f  sick  than the b ase lin e  sam ple  
irrespective o f  gender and there w as no d ifference b etw een  the genders in the stage 2 
sam ples un like the stage 1 sam ple.
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Table 6.4.3.1 Days off sick in the last year: Professional status groups x gender -
means
P rofession a l M ean N
M ale 9 .98 49
F em ale 15.31 121
Total 13.78 170
N o n -
p rofession a l M ean N
M ale 19.13 15
Fem ale 16.81 48
T otal 17.37 63
W hen the cou n sellin g  subjects w ere d ivided  into tw o professional status groups o f  
‘p ro fession a l’ and ‘n on -p ro fession a l’ the m ean num ber o f  days o f f  s ick  in  the last year for 
the ‘p ro fessio n a l’ group w as sign ifican tly  h igher than for the subjects in that group in the 
b aselin e norm  for the ‘W ell-b e in g ’ stage 1 study, (p < .001 ). T his also applied to both  
genders. For the subjects in the ‘n on -p ro fession a l’ group the cou n sellin g  subjects cam e 
w ith  sign ifican tly  h igher lev e ls  o f  sick n ess than the b aselin e norm  (p < .05 ). This applied  
also  on ly  to the fem ales. There w as no sign ifican t d ifference for the non-professional m ales  
b etw een  th ose com in g  for cou n se llin g  and the b aselin e norm  for the num bers o f  days sick  
for the last year. H ow ever, this group w as not w e ll represented in the cou n sellin g  group  
(see  above).
W hen  the genders w ere controlled  for p rofession al status there w as no sign ifican t 
difference b etw een  the genders for the cou n sellin g  sam ple in the num ber o f  days taken o f f  
sick  in the last year. N o r  w ere there any sign ifican t d ifferen ces b etw een  the tw o  
professional status groups w h en  controlled  for gender or age (see  appendix A 2: table A 2 .8  
and 9).
Thus it w ou ld  appear that neither the profession a l status nor age o f  the cou n sellin g  sam ple  
w ere sign ifican t variables for the co u n se llin g  sam ple w ith  respect to the num ber o f  days o f  
sick . The on ly  issu e  that is clear from  this data is that the cou n sellin g  sam ple cam e h av in g  
taken sign ifican tly  m ore days o f f  sick  irrespective o f  gender, age and p rofession al status 
than the equ ivalent groups in  the b ase lin e  sam ple. H ow ever, it should  be noted that in  the
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counselling sample there was an over representation of the older 36-64+ year old group 
and of those in the professional group (see above).
6.5 Presenteeism
The level of efficiency/effectiveness i.e. presenteeism was calculated from the responses to 
question 14 of the ‘Client assessment’ (pre-treatment) questionnaire where subject were 
required to scale how efficient or effective they felt they were at work on a scale of 0% to 
100%. As the mean response was at about 80% on the baseline measure, this was used as 
the actual baseline. Hence only those who fell below that 80% were included in the 
calculations for costs for presenteeism. The key finding in stage 1 from the baseline 
sample was that the males score themselves as performing/functioning at significantly 
lower levels of efficiency than the females.
Table 6.5.1 Estimated level of efficiency/effectiveness (presenteeism)
Gender Mean N
Male 54.00% 60
Female 61.34% 160
Total 59.34% 220
Table 6.5.2 Estimated level of efficiency/effectiveness -  presenteeism -  stage 2 sample 
compared with stage 1 baseline sample
Presenteeism t df
sig.
(2-tailed)
Test Value =  78.05 baseline mean -  all subjects
Pre: presenteeism  
All
-11.958 219 .000
Test Value =  75.92 base ine mean - males
Pre: presenteeism  
Males
-7.403 59 .000
Test Value =  79.27 baseline mean - females
Pre: presenteeism  
Females
-9.834 159 .000
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Table 6.5.3 Presenteeism for counselling sample -  males v females.
Presenteeism T Df Sig. (2-tailed)
Male v Females -2.107 218 .036
It can be seen from the table 6.5.2, that the levels of efficiency/effectiveness (presenteeism) 
for the counselling sample as a whole and for each of the genders separately was 
significantly lower than the baseline means (p< .001 for all). But like the baseline sample 
the males in the stage 2 (counselling) sample scored themselves as functioning at 
significantly lower levels of efficiency than the females coming for counselling.
6.6 Alcohol consumption
In chapter 5 it was noted that alcohol consumption correlated with the use of the passive 
coping response and the group that was significantly more likely to use this response was 
the younger age group (16-35) of males. But weekly alcohol intake for the females 
correlated with the use of coping strategies of ‘Social support’ ; ‘Depressive and Emotive’ 
responses. So it was seen as important to record the data on alcohol consumption in order 
to examine the relationships between this and coping responses and change for the 
counselling sample in chapter 9.
Table 6.6.1 Weekly alcohol intake of the counselling sample in stage 2
Gender Mean N
Male 17.33 64
Female 7.47 173
Total 10.50 238
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Table 6.6.2 Weekly alcohol intake of counselling subjects: comparisons with baseline 
sample
Weekly alcohol intake t df sig. (2-tailed)
Test Value =  7.53 baseline mean -  all subjects
All Subjects 2.796 237 .006
Test Value =  1 .83 baseline mean -  males
Males 1.956 63 .055
Test Value =  5.08 baseline mean -  females
Females 2.944 172 .004
From table 6.6.2 it can be seen that the weekly alcohol intake of the counselling subjects as 
a whole was significantly higher than that of the baseline sample (p<.01) and this also 
applied to the females counselling subjects too (p<.01) but not the males counseling 
subjects. This may have been because the group that used alcohol the most in the baseline 
sample were the younger males and this group was not well represented in the counselling 
sample in stage 2 (see also appendix A2: tables A 2 .19-21).
6.7 Cost of stress for the counselling sample
The sickness costs were calculated in chapter 5 by taking the number of available working 
days per year (260). This figure was then divided into the annual salary to give the daily 
salary. The sickness cost was then calculated by multiplying the daily salary by the 
number of days sick.
The cost of presenteeism was calculated first by recognising that the mean response for the 
estimated efficiency level was about 80%. This was taken then as the base measure, so any 
scores above that were excluded and the rest were calculated as fractions of 80 and this 
fraction was taken away from 1, this would represent the fraction lost in work efficiency 
(A). The number of days at work for this calculation was calculated as the total number of 
days at work (260) minus the average number of days leave (30); then the number of days 
sick were deducted (B). This figure was then multiplied by the fraction lost in efficiency 
(AxB). This sum was then multiplied by the daily salary. Thus a figure was arrived at that 
represented an estimate, from the employee’s point of view, of what stress at work costs 
him/her in efficiency or what the lowered productivity is costing the organisation (the 
County Council). The total stress costs were calculated by summing 42.6%  of the costs of
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sickness (as per Kearns, 1986 and Cooper and Davidson, 1982 -  see below) with the costs 
of presenteeism.
(Kearns, {1986 } suggested that up to 60% of all work absence is caused by stress-related 
disorders and of that 71%  of the stress is seen as work related {Cooper and Davidson, 
1982} thus equalling 42.6% ).
In chapter 5 the total cost of stress to the organisation was considerable (estimated to be 
around £35.2 million for the organisation as a whole in 1996 or £47.1 adjusted for inflation 
to 2008).
It was seen as important to analyse costs of stress in the stage 2 subjects in the same way as 
this will allow for a comparison in relationship stress costs between the baseline sample 
group and those who have come for counselling. Further, if the base cost of stress for the 
counselling sample is calculated and the levels of stress are reduced as a result of the 
counselling, then the cost of stress in that employee will be reduced thus saving the 
organisation in loss of productivity. Gaining figures here will also allow for calculations 
with respect to whether buying a counselling service is cost effective. It will only be cost 
effective if the nominal saving is greater than the cost of the service (estimated £33 per 
head per year for 10% of the work force {Masi, 1984}, but this figure is not likely to be 
accurate as the calculated costs of EAPs varies a great deal and is commercial sensitive so 
the EAP organisations would not communicate how the service costs are calculated and 
hence what they are per head).
Below, the costs of stress are presented separating the genders again, as in chapter 5 it was 
clear that the costs of stress from the each gender differed significantly.
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Table 6.7.1 Mean costs in pounds for sickness, presenteeism and total stress costs x 
gender -  for stage 2 sample
Gender How many days sick Sickness Presenteeism Total stress
leave last year? costs costs costs
Male Mean 12.12 £687.00 £7444.36 £7737.02
N 64 60 47 60
Female Mean 15.74 £955.69 £5602.84 £6009.96
N 169 164 108 164
Total Mean 6.75 £883.72 £6161.24 £6537.70
N 233 224 155 224
Table 6.7.2 Mean costs in pounds for sickness, presenteeism and total stress costs x 
gender for stage 2 sample -tests for significant differences
Male v Females t df sig. (2-tailed)
How many days sick leave last 
year?
-.791 231 .430
Total sick costs -.801 222 .424
Presenteeism costs 1.921 153 .057
Total stress costs 2.061 222 .040
In chapter 5 it was seen that the females took significantly more days off sick than the 
males, but the males experience significantly lower levels of presenteeism that the females. 
Thus in the baseline sample while the cost of sickness in the females was higher than the 
males, the difference was not significant as the group of female who took the most time off 
were the non-professional female who earned less. So their sickness cost the organisation 
less in relative terms than the males. However in the baseline sample the males were 
costing the organisation significantly more than the females in lost productivity as a result 
their low presenteeism.
However, amongst the counselling sample in the stage 2 part of the study, it can be seen in 
table 6.7.2 above that there was no significant difference between the genders for days off 
sick, total cost of sickness, and presenteeism, but still the males were costing the 
organisation significantly more in total stress costs than the females who came for
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counselling. The reason for this difference in gender stress costs between the baseline and 
the counselling samples was probably due to the fact that the counselling sample had an 
over representation proportion of the professional group and of the older age group of 36- 
64+  and nearly 75%  of the responders were female and this was 16% increase over the 
proportion of females who responded to the baseline stage 1 questionnaire. This is to say 
that in the baseline study the males were more stressed and costing the organisation more 
in lost productivity than the females but in the stage 2 counselling group the males were 
somewhat under represented. Also in the baseline the non-professionals made up 60% of 
the sample and it was this group who took the most time off sick. The stage 2 counselling 
sample was different in relative proportions of the professional groups as nearly 75% of 
this sample was from the professional group who in the baseline stage 1 study experienced 
significantly more stress arising from presenteeism. For the baseline sample it was the 
professionals who experienced significantly more problems with respect to presenteeism as 
compared with the non-professionals and the differences between the genders within the 
professional group was significant but the significance was not as marked as between the 
professional groups. Hence in the stage 2 sample it is again seen that while there is a 
significant difference within the professionals between the genders this is only apparent for 
the total stress costs (appendix B 11; tables B 12.17-21 for more details).
Table 6.7.3 Mean costs in pounds for days off sick in the last year - stage 2 sample 
compared with baseline stage 1 sample
Total sick cost t df sig. (2-tailed)
Test value =  327.34 mean vaseline cost -  all subjects
All subjects 3.749 223 .000
Test value =  309.28 mean baseline cost - males
Males 2.137 59 .037
Test value =  338.2 mean baseline cost - females
Females 3.215 163 .002
From table 6.7.3 it can be seen that the total sick costs of those coming for counselling was 
significantly higher than the baseline sample for the samples as a whole and for the 
genders individually. If 60% of all sickness costs are due to stress and 71% of that cost is 
due to work stress then the cost due to work stress will be 42.6%  of the total cost of 
sickness (see above). For the total counselling sample this would work out at £376.46p per 
year, compared with the £140 work-stress sickness costs found for the whole baseline
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sample. For the males the work-stress sickness costs equal £292.66p and the females cost 
£407 .12p. This would suggest that if the counselling can reduce this by more than the 
estimated annual cost per head for counselling (previously estimated at £33 per head -  see 
Chapter 2), then the service can be said to be cost effective. (It is well to remember this 
was at 1996 cost calculations -  when the study was carried out; but if this was to be 
converted then the inflation rate from July, 1996 to December, 2008 can be taken as being 
33.90%  {InflationData.com}, so all figures would need to be multiplied by this rate). 
Therefore at 2008 rates the total cost of stress for the counselling sample would be £504; 
for the males it would be £392 and for the females it would be the equivalent of £545 as 
compared with £187 per head per year for the baseline sample group from stage 1.
Table 6.7.4 Mean costs in pounds for presenteeism - comparisons with baseline 
sample
Presenteeism costs t df sig. (2-tailed)
Test value =  1884.67 baseline mean -  all subjects
All Subjects 9.621 154 .000
Test value =  2390.45 baseline mean -  males
Males 5.990 46 .000
Test value =  1540.3 baseline mean -  females
Females 7.887 107 .000
From table 6.7.4 it can be seen that the costs relating to presenteeism, when compared with 
the baseline sample, were significantly higher, for the whole counselling sample and for 
the males and females separately (all p< .001).
6.8 Summary
Compared with the proportion of each gender in stage 1 the baseline sample, those coming 
for counselling in stage 2 would seem to be fairly representative of the organisation as a 
whole, particularly with respect to the majority profession/older age group (36-64+). The 
professional group was well over-represented as compared with the stage 1 baseline 
respondents. With respect to age among the females a similar proportion of each age group 
came to counselling as compared with the baseline but amongst the males, the young males 
were well under represented within the counselling group.
Overall those coming for counselling seem to have significantly more days off sick than 
the baseline mean. This applied to both the females and the males. The findings from the
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baseline sample were that there was a significant difference between the levels of sickness 
for the males and females (females having significantly more days off sick, though this 
was really only true of the non-professional females). For those coming for counselling 
there was no significant difference between the genders in their days off for sickness, nor 
was there when the genders were controlled for age. When the professional groups were 
examined, those in the professional group took significantly more days off sick than the 
baseline sample, this applied to both genders. But amongst the non-professionals this 
applied only to the females. But for this last group the males were under represented. For 
the stage 2 counselling subjects, when the genders were compared, there was no significant 
different in days taken off sick, particularly as the majority of the responders were in the 
older age group and were in the professional group of workers.
On looking at levels of work efficiency i.e. presenteeism, for the whole counselling sample 
and for each of the genders, irrespective of the sub-groups they were in, this was 
significantly lower than the baseline means within each of the sub-groups, this perhaps 
might be a reflection of the higher stress levels of the counselling sample as compared with 
the baseline sample as there was a higher proportion of those in the professional group of 
staff within the stage 2 counselling sample than found in the baseline sample.
It was also seen that the weekly alcohol intake of the counselling subjects as a whole was 
significantly higher than that of the baseline sample and this applied mainly to the females 
counselling subjects, but not the males counselling subjects. This may have been because 
the group that used alcohol the most in the baseline sample were the younger males and 
this group was not well represented in the counselling sample in stage 2.
For the total counselling sample the mean cost of work-stress sickness was found to be 
higher (£504 per subject per year) than that found in the baseline sample (£187 per year). 
For the males the work-stress sickness costs, equalled £392 and for the females £545 (all 
figures here are quoted at the 2008 equivalent rate). The differences were all significant 
when compared with the baseline mean. This would suggest that if the counselling could 
reduce this cost by more than the estimated annual cost per head for counselling then the 
service could be seen as cost effective.
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7. Results from stages 2-4: Analysis of the counselling data - Work stress
7.1 Introduction
The previous chapters 5 and 6 analysed the group data from the stages 1 and 2 of the study 
focussing on the groups of subjects that were of interest in this study and the difference 
between the proportions of each of the groups with respect to stage 1 (baseline well-being 
study) and stage 2 (client assessment/pre-treatment stage). This chapter will focus on the 
differences in responses and the changes that these groups made through the treatment of 
the brief therapy within the EAP service as offered to the organisation (Norfolk County 
Council) by the EAP provider by their counselling affiliates. The focus of this chapter will 
be the changes through stages 2 (pre-treatment); 3 (post-treatment) and 4 (six month 
follow-up) for the variable called ‘work stress’. The results were derived from the subjects 
scores through the three stages 2-4 for the six stress factors obtained from creating a 
reduced OSI scale (Occupational Stress Indicator); Factors intrinsic in the job; Managerial 
role; Relationships with others (at work); Career and achievement; Organisational structure 
and change and Home/work interface. Finally the response will also be shown for the total 
work stress experienced which will be represented by the mean of the sum of the means for 
the six stress factors. Included in this last section will be the estimated cost of the stress of 
those coming to counselling and related savings the results would seem to indicate.
The groups that were of interest to be shown were the results for the subjects as a whole 
group, the genders differences including how these might interact with the age groups of 
16-35 and 36-64+ and the professional groupings (i.e. professional or non-professional) 
where possible. The younger age group and the non-professional group were not examined 
for gender differences as the males in each of these groups were under represented. The 
interest was to examine whether there were differences between these groups in their 
response to the brief therapy. It should be noted here as the treatment was brief the mean 
number of sessions that the subjects received was 5.08 (males =  5.43 and females =  4.96).
This chapter will be set out firstly with a table presenting all the mean results for each of 
the work stress factors for the group as a whole and for each gender separately at each 
stage of the study. The higher the figure in the mean column the greater the experience of 
stress as experienced by that group of subjects. As the scores run down the column under 
‘mean’ it is possible to see how the means dropped or not through the stages 2-4. Stage 1 
‘mean’ was the mean for baseline sample group.
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Following this summary table, the results for each of the factors will be explored 
separately, first looking at the group as a whole and then by looking at the gender 
differences and how these may interact with age and professional status.
The key issue for this study was whether the therapy produced change in the subjects, that 
is, whether the brief therapy within the EAP service was effective. This study is mainly 
interested in group differences, so most of the calculations were from the means for each 
group as a whole. Firstly, a table will be presented which will show where, for the groups 
as a whole, there has been a shift of means towards firstly, the baseline norm at both stages 
3 and 4 (to within one standard deviation of the stage 1 mean) and whether there was a 
significant reduction in stress (at least one standard deviation) from the stage 2 level. 
Finally the table shows whether there has been any significant change between the post­
treatment stage 3 and the follow-up stage (stage 4). This was seen as important in order to 
measure whether there was a change during the six months before follow-up. In some 
cases there may have been continued improvement and this would show that the stage 4 
mean was significantly lower than the stage 3 mean and remained significantly different 
from the stage 2 mean and was not significantly different from stage 1 mean. If there had 
been, for example, a deterioration between stages 3 and 4 (i.e. between post-treatment and 
follow-up) then this would be seen showing a significant difference between stages 3 and 
4, but not between stages 2 and 4 and stages 1 and 4 would again show significant 
differences, that is the group mean had move out of the normal baseline range (one 
standard deviation) and back into being part of the dysfunctional population, possibly 
moving back to their pre-treatment mean level.
Further, effect sizes have been widely used in psychotherapy outcome research as an index of 
magnitude of effect. The method utilised to calculate effect size was based on a comparison of 
pre- and post- counselling treatment means. The effect size estimate was based on pre- and 
post-treatment means, Es =  m2 -  mi/ sd (for baseline norm) where mi =  pre-treatment mean, 
m2 =  post-treatment means. This was further extended to look at the Es at the follow-up stage 
also. In this case m2 =  follow-up mean. The effect size also allows for an examination of the 
proportion of subjects who had improved.
Also, as discussed in chapter 4: Method - section 4.13, a frequently adopted criterion for 
measuring change in psychotherapy studies is the use of clinically significant change. The 
above indicated results dealt with looking at the means for each group of subjects as a 
whole. But it is also instructive to look at the change process on an individual level. It will
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be recalled that it was seen that the first issue that needed to be assessed on the individual 
level was whether or not the client’s post-therapy mean represents a clinically significant 
outcome in terms of whether or not it fell within the functional population range (i.e., above 
the cut off mean delineating functional and dysfunctional populations). The definition adopted 
for this study was that the client’s post-treatment mean represents a return to normal 
functioning i.e., moved inside the range of the normal population (in this case inside the range 
of the baseline mean, i.e. less than one standard deviation), that is, the clients entered therapy 
as part of a dysfunctional population and by the end of therapy they were no-longer part of 
that population or were part of the normative population. To test for this the scores at the 
various stages of the study (stage 2-4) were compared with those of the baseline means 
from stage 1. If the difference between the means was no longer significantly different (to 
within one standard deviation) where it had been at the start of the counselling, then the 
subjects mean can be said to have move to where they were part of the normative 
population. If this was the case then clinically significant change is said to have occurred. 
If the means for a subject at stages 3 and 4 was significantly lower than that at stage 2 then 
the therapy can be said to have produced significant change even though the resulting 
change may not bring the subject’s mean to lie within the normal baseline range, that is, 
there could be significant change without producing clinically significant change. If this is 
the case then there can said to have been ‘reliable change’. The goal for the therapy would 
be, ideally, to promote clinically significant and reliable change.
Thus the third table presented for each factor shows the number and percentages of those 
subjects individually who produced clinically significant and reliable change, those who 
produced only clinically significant change, those who produced only reliable change, 
those who produced no change at all and finally the number/percentage of those who 
experienced deterioration for these factors. Clinically significant change was produced 
when the subject moved to a level of stress that was within one standard deviation of the 
baseline normative mean using the standard deviation as produced by the baseline stage 1 
study. The clinically significant change was calculated for both stage 3 and 4 of the study. 
The reliable change was calculated as being when the subject’s stress mean for that factor 
was reduced by more than one standard deviation for that factor as produced again by the 
baseline normative mean calculations. The reliable change was calculated also for both 
stages 3 and 4 of the study. Those who showed no change may have produced change at 
stages 3 and 4 but that change was less than one standard deviation from the mean at stage
2. Those who deteriorated were those whose means rose to more than one standard
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deviation above the mean at stage 2. This was for those subjects whose scores at the pre­
treatment stage (stage 2) were outside the norm by at least one standard deviation.
So for this study the critical issues that will be address are; whether there were group 
differences in the effectiveness of the therapy to produce change and on the individual 
subjects’ level, if change is produced, as a result of the therapy, then whether the change 
was clinically significant and reliable. The first table for each section dealing with each 
factor will present the data which will indicate whether there has been significant change at 
the various stages for the group being examined as a whole. Then the magnitude of the 
change will be indicated in the second the table showing the mean effect sizes with the 
percentage who improved and the third table will show the proportions of individual 
subjects that produced clinically significant and/or reliable change. (For tables showing 
these three forms of measure mentioned above with all the factors together, see appendix 
A18).
All the above issues discussed in this introduction will apply to chapters 8 and 9 as well 
when exploring the variable examined in those chapters.
7.2 Work stress
Below, in table 7.2 is presented the means for each work stress factor at each of the stages 
of the study for all the subjects together and for each of the genders separately. Stage 1 
mean is the baseline mean; stages 2-4 shows the change of means between each of the 
stages from pre-treatment to post-treatment and then to the follow-up stage. A high mean 
indicates high stress, if the means becomes less; this indicates a lowering of the levels of 
stress for that factor for that group through the counselling. If the mean rises, as it seems 
to do at stage 4 (the follow-up stage) for some factors and particularly for the males, would 
indicate a deterioration, often after a period of improvement at stage 3 (post-treatment).
It may be also important as a brief reminder, to present again the meaning of the factors 
used here (for a full description see chapter 4: section 4.4).
Factors intrinsic to the job involved stress caused by, for example, poor physical working 
conditions and the effects of changes in shift work. It also includes issues around work 
overload either quantitative (i.e. having too much to do) or qualitative (i.e. being too 
difficult) and working long hours.
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Item example for this factor: I have hadfar too much work to do.
Managerial role, i.e. a person’s role at work was seen as another main source of 
occupational stress, involving role ambiguity (i.e. conflicting job demands), responsibility 
for people and conflicts stemming from lack of clarity of organisational boundaries.
Item example for this factor: I have experienced conflicting job tasks.
Relationships with others at work, if poor, creates stress. This includes the nature of the 
relationships and social support from work colleagues and from home, managers and 
subordinates and whether they experience harassment or bullying at work from colleagues 
or management.
Item example for this factor: I have experienced a lack of social support.
Career and achievement problems is another major source of stress arising from such 
things as the impact of over promotion, under promotion, lack of job security, fear of 
redundancy and thwarted ambition.
Item example for this factor: I have felt undervalued.
Organisational structures and climate includes such factors as office politics, lack of 
effective consultation, lack of participation in the decision-making process and restrictions 
on behaviour.
Item example for this factor: I  have experienced a lack o f  consultation and communication.
Home/work interface includes any pressure happening at work that affects home such as 
fear of job loss, blocked ambition, work overload, etc.
Item example for this factor: 1 have been taking work home
Total stress presented is the sum of the means for all the work stress factors together.
(Detailed analyses of all factors can be found in appendix A. PPF -  further analyses: A4-
10)
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Table 7.2 W ork stress
Subjects A1I Males Females
Stress factor Stage Mean N sd Mean N sd Mean N Sd
Factors  
intrinsic to 
the job
1 2.04 2284 .86 2.14 826 .52 1.98 1458 .57
2 2.60 235 .99 2.72 62 .87 2.56 173 1.03
3 2.36 161 .99 2.27 34 .89 2.38 110 1.01
4 2.21 82 1.00 2.62 15 1.14 2.22 47 .94
M anagerial
Role
1 7.75 2279 .75 1.86 826 .76 1.68 1453 .75
2 2.18 235 .91 2.29 62 .90 2.14 173 .92
3 2.02 150 .89 2.05 34 .91 2.01 110 .91
4 2.06 65 .93 2.48 15 1.16 1.92 44 .87
Relationship 
with others
1 1.53 2279 .73 1.62 825 .76 1.48 1454 .77
2 1.99 235 1.13 2.09 62 1.1 1.95 173 1.13
3 1.87 161 1.03 1.74 34 .85 1.86 110 1.06
4 1.92 76 .98 2.30 15 1.25 1.80 44 .92
C areer and 
Achievement
1 2.27 2275 1.2 2.44 825 1.21 2.18 1451 1.19
2 2.85 235 1.29 3.14 62 1.22 2.75 173 1.31
3 2.64 161 1.32 2.78 34 1.33 2.63 110 1.32
4 2.41 76 1.27 2.83 15 1.41 2.25 44 1.22
Organisation 
structure 
and climate
1 2.19 2282 .97 2.33 826 .95 2.10 1456 .97
2 2.78 235 1.12 2.92 62 1.10 2.73 173 1.12
3 2.57 161 1.12 2.73 34 1.16 2.54 110 1.12
4 2.40 76 1.11 2.77 15 1.26 2.28 44 1.02
Home/work
interface
1 1.72 2254 .71 1.72 527 .68 1.72 1457 .73
2 2.44 236 .80 2.44 62 .12 2.44 174 .83
3 2.23 161 .83 2.14 34 .78 2.27 110 .86
4 2.09 78 .93 2.29 15 1.00 2.09 44 .86
Total work 
stress
1 7.97 2255 .68 2.02 527 .65 1.85 1458 .69
2 2.46 236 .79 2.60 62 .73 2.42 174 .80
3 2.28 161 .81 2.29 34 .81 2.28 110 .82
4 2.06 82 .96 2.55 15 1.05 1.98 47 .90
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7.3 Stress factor - Factors intrinsic to the job
Table 7.3.1 Showing where there was significant change between stages for the 
various groups examined. = p<.001; * = p< .01; + = p< .05; - = no significant difference) (stage 1 
= baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Stress
factor
Comp.
with Stage All M F
16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Factors 
intrinsic 
to the 
job
Stage 1
2 s s s s ✓ ✓ ✓ ✓ + ✓
3 s - s - - - - - -
4 ~ - - - - - - - - - -
Stage 2 3
* * - - * * - —* - + +
4 =* - + - * - * - - - +
Stage 3 4 - - - - - - + - - - -
Table 7.3.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es =  Pre/Post Effect size) and between pre-treatment and follow-up (stages 2 and 4) 
(PF Es =  Pre/Follow-up Effect size) -  all groups of interest. (%Imp. = percentage of subjects 
improving; N.Prof. = Non-professional)
Stress
factor
Stage All M F 16-35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Factors  
intrinsic 
to the 
job
PP Es .36 .69 .26 .43 .34 .75 .20 .44 .12 .95 .38
%Imp. 46.4 67.9 49.5 60.9 52.0 69.2 46.1 57.1 44.1 70.0 53.5
N 125 28 97 23 102 26 76 91 34 18 69
PF Es .44 .12 .54 -.04 .50 .13 .65 .38 .59 .00 .50
%Imp. 46.0 25.0 52.6 28.6 48.8 27.3 56.2 41.5 66.7 20.0 48.4
N 50 12 38 7 43 11 32 41 9 8 29
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Table 7.3.3 Percentage changed (clinically significant and reliable change) for work 
stress factor - Factors intrinsic to the job.
(CS and RC  =  number and percentage o f  those who produced clinically significant change who also 
produced reliable change fo r all those subjects who were within the dysfunctional group at pre-treatment; 
C.S. -  Clinically significant change only (not including those within the CS and RC group) -  number and 
percentage o f the group whose means were no longer significantly different from the baseline norm at end o f  
therapy stage who started as part o f  the dysfunctional population; Reliable change -  number and percentage 
o f treatment group whose means dropped significantly after treatment from the whole group o f  subjects and 
who started as part o f  the dysfunctional population; No change =  no reliable change -  number and 
percentage o f  treatment group who did not change from the whole group o f  subjects (all together, or males 
or females -  and who started as part o f  the dysfunctional population; Deteriorated -  number and percentage 
o f treatment group who became worse, from the whole group o f subject and who started as part o f the 
dysfunctional population.)
Change CST
and
iC
C.S.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Factors 
intrinsic 
to the 
job
Post-
treatment
All 21 35.6 5 8.5 8 13.6 22 37.3 3 5.1
Male 8 57.1 0 0 3 21.4 3 21.4 0 0
Female 13 28.9 5 11.1 5 11.1 19 42.2 3 6.7
Follow-
up
All 8 36.4 2 9.1 3 13.6 8 36.4 1 4.5
Male 1 20.0 0 0 1 20.0 3 60.0 0 0
Female 7 38.9 2 11.1 3 16.7 5 27.8 1 5.6
(percentage in bold)
Post- treatment results:
N.B: for all subjects (185 -42 males and 143 females) who had pre-treatment scores for this factor; 129 
(67.7% o f total {66.7% o f the males and 70.6% o f  the females} came to the counselling with levels o f  stress 
for this factor that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor27 (56.3% o f total at the follow-up 
stage -  60.0% o f the males and 55.3% of the females) came to the counselling with levels o f  stress fo r this 
factor that were not significantly different from the baseline norm.
7.3.1 Factors intrinsic to the job -  all subjects
From table 7.2 it can be seen that the stress levels for ‘Factors intrinsic to the job’ dropped 
through all the stages 2-4 of the study for all the subjects together. From table 7.3.1 it can 
be seen that the initial mean total stress created by ‘Factors intrinsic to the job’ for all the 
subjects coming for counselling was significantly higher than that obtained from the 
normative baseline mean. This dropped immediately after therapy, though this was still
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significantly different from the baseline mean. The means for the post-treatment and 
follow-up were significantly different from the pre-treatment mean. The difference 
between post-treatment and follow-up was not significant. But the mean at follow-up 
dropped to a level that was not significantly different from the baseline mean suggesting 
the subjects as a whole returned to the level of stress of the baseline sample for this factor.
Table 7.3.2 shows for all the subjects together the mean effect sizes for measuring the 
strength of the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who have improved. From this can be seen that for 46.4%  
of all subjects there was a positive effect size by stage 3. The mean effect size changed 
marginally at follow-up from .36 to .44 and the percentage improving dropped slightly to 
46%.
Thus for all the subjects there was a consistent improvement in stress levels attributed to 
‘Factors intrinsic to the job’ between pre- and post-treatment, and this was maintained or 
even produced further significant change at follow-up. Also where follow-up was 
examined the levels of stress for ‘Factors intrinsic to the job’ were reduced to further to 
levels which were not significantly different from the baseline mean.
For the age groupings, the 16-35 year olds seem to benefit from the counselling in that at 
stage 3 their mean was no longer significantly different than the baseline norm and it 
stayed that way at stage 4. But while there was significant change between stages 2 and 3 
there was no significant difference between stages 2 (pre-treatment) and stage 4 (follow­
up) suggesting the group mean had fallen to pre-treatment stage. From table A 18.2 (see 
appendix A) can be seen that 60.9%  of this age group of subjects improved. But their 
levels of stress at pre-treatment were not as high as that for the 36-64+ year olds (see 
appendix C: C7.1).
The 36-64+ year olds produced significant change as a result of the counselling and were 
able to improve on that change by the follow-up stage, but not significantly. But as the 
starting stress levels were very much higher than the baseline mean, then the levels at post­
treatment and follow-up were not reduced to the point where they were no longer 
significantly different from the baseline mean, though the change was significant (see table 
7.3.1) and the effect size was just above average by the follow-up stage (.51) (table 7.3.2).
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The professionals seem to move their stress levels towards the norm after treatment and to 
produce significant change. But for the non-professionals, the effect size after treatment 
was very low and there was no significant difference between pre- and post-treatment. But 
by follow-up, the effect size had improved and the stress level at follow-up was 
significantly lower than that at the pre-treatment stage. So while the professionals 
improved and this dropped slightly by follow-up, the non-professionals had improved 
further by the follow-up stage.
7.3.2 Factors Intrinsic to the job -  gender
From table 7.2 it can be seen that the stress levels for ‘Factors intrinsic to the job’ for the 
males dropped through the stages 2-3 of the study but rose again at stage 4 in contrast to 
the females where the stress levels continued to fall through all the stages 2-4. The initial 
mean total stress created by this factor for the males and females coming for counselling 
was significantly higher than that obtained from the baseline mean obtained from the 
‘Well-being’ study (see table 7.3.1). The stress score for this factor for the males dropped 
significantly immediately after therapy; but this rose again in the 6 month follow-up score 
though not to the pre-treatment level but it was not significantly different from the pre­
treatment mean. The difference between the baseline mean and the post and follow-up 
treatment means for this factor for males was not significant. This is in contrast to the 
females where the means remained significantly different from the baseline mean at the 
post-treatment (stage 3) point of the study, but by the follow-up stage the females subjects 
had continued to improve and their level were then such the level was no longer 
significantly different from the baseline mean. Further, the levels at both stage 3 and 4 
were significantly different from the mean at stage 2, hence indicating significant change 
for both stages. There was no significant difference between the means at stages 3 and 4.
Table 7.3.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen 67.9%  of the males there was a positive effect size by 
stage 3. But by the follow-up stage this had dropped to only 25.0%  showing improvement. 
The males also showed a higher than average mean effect size of .69 at post-treatment but 
this dropped considerably to a very low level at the follow-up stage. This is in contrast 
with the females where at stage 3 only 49.5%  had improved and the effect size was low, 
but at stage 4 the proportion had improved to 52.6%  and the Es (effect size) was slightly 
higher than average at .54. The improvement rate for all subjects who showed some
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degree of change whether small or large, does not indicate whether the improvement was 
significant, thus the need for the ‘reliable change’ data below.
Table 7.3.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level replicated the findings at the 
group level in that a higher proportion of the males produced clinically significant and 
reliable change than the females at stage 3 of the study i.e. at the post treatment stage; but 
by the follow-up stage the proportion of males achieving this dropped from 57.1%  to 
20.0% , whereas for the females the proportion rose from 28.9%  to 38.9% . Yet for the 
subjects as a whole the proportion at both stages 3 and 4 was fairly consistent thus 
illustrating the importance of examining at least the genders separately as together the data 
can become confounded. Further, unlike with most of the other work stress factors, no 
males deteriorated by stage 4 compared to the females where 5.6%  deteriorated at this 
stage.
From table 7.3.1 concerning the sub-groups of males in age group 36-64+  and in the 
professional group, it is seen that these groups of males made the best progress as a result 
of the counselling by the post-treatment stage (stage 3). The males in both these groups 
came with stress significantly higher than the baseline and showed significant 
improvement at the post-treatment stage. For these two groups the means were not 
significantly different from the baseline mean at both stage 3 and 4. But while the mean at 
stage 3 was significantly different than that at stage 2, this was lost by stage 4 in that the 
pre-treatment and follow-up mean scores were no longer significantly different. This is in 
contrast with the females in the same age and professional groups. The 36-64+ females 
showed that there was still a significant difference between the means at stages 1 and 3 but 
not between stages 1 and 4. The female professionals achieved this by stage 3. Further the 
female professions produced significant change between stages 2 and 3, and the 36-64+  
year old females achieved this by the follow-up stage (stage 4).
From table 7.3.2 it can be seen that both the sub-groups of males (36-64+ year olds and the 
professionals) produced good effect sizes for the magnitude of the change at .75 and .78 
respectively with 69.2%  and 70.0%  of these male subjects improving by stage 3, but by 
stage 4 this proportion had dropped considerable as had the effect sizes. This is in contrast 
with the females of these two groups showed a low effect size at stage 3 but by stage 4 this 
had improved to .65 and .50 respectively with 56.2%  and 48.4%  improving. (For above 
significance details - see appendix A4 and C7.1).
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7.3.4 Factors Intrinsic to the job -  summary
Thus from tables 7.2 and 7.3.1, 2 and 3 all groups arrived with stress levels for the factor 
‘Factors intrinsic to the job’ that were significantly higher than that of the baseline norm. 
Those who benefited most from the counselling immediately after treatment for the work 
stress factor of ‘Factors intrinsic to the job’ were the males (as a group and as individuals) 
and also the 36-64+  year olds as a group and the professional males, though by the follow­
up stage the proportion of those males who experienced clinically significant and reliable 
change dropped considerably. But for the females the change at stage 3 was not significant 
except for the professional females, but it was by stage 4, for the females separately and in 
the two groups (36-64+ and professionals); and by stage 4, the follow-up stage, the effect 
size for these groups of females was above average. Further for the females who came to 
therapy with stress levels for this factor that lay within the dysfunctional group, the 
proportion producing clinically significant and reliable change rose between stages 3 and 4 
whereas this dropped for the males.
7.4: Stress factor - Managerial role
Table 7.4.1 Showing where there was significant change between stages for the 
various groups examined. { /  = p < .0 0 1 ;  * =  p < .0 1 ;  +  =  p < .0 5 ;  -  =  n o  s ig n if ic a n t  d if f e r e n c e )  ( s ta g e  1 =  
b a s e l in e  m e a su r e ; s ta g e  2  =  p re -tr ea tm e n t; s ta g e  3 =  p o s t- tr e a tm e n t a n d  s ta g e  4  =  fo l lo w -u p ) .
Stress
Factor
Comp.
with Stage All M F
16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Managerial
Role
Stage 1
2 ✓ ✓ + - ✓ s s s + + s
3 ✓ - - - ✓ - s - - - -
4 * - - - * - - + - + -
Stage 2 3 + - - - - - - + - - -4 - - - - - - - - - - -
Stage 3 4 - - - - - - - - - - -
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Table 7.4.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all groups of 
interest. (% Im p . =  p e r c e n ta g e  o f  s u b je c ts  im p r o v in g ;  N .P r o f .  =  N o n - p r o f e s s io n a l)
Stress
factor Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Managerial
Role
PP Es .25 .25 .25 .17 .27 .28 .26 .29 .13 .19 .32
%Imp. 49.6 57.1 47.4 39.1 52.0 57.7 50.0 50.5 47.1 50.0 50.7
N 125 28 97 23 102 26 76 91 34 20 71
PF Es .44 .21 .54 -.32 .24 .13 .65 .03 .71 -.35 .16
%Imp. 40.4 33.3 42.9 28.6 42.5 36.4 44.8 39.5 44.4 20.0 42.9
N 50 12 38 7 40 11 32 38 9 10 28
Table 7.4.3 Percentage changed (clinically significant and reliable change) for work 
stress factor - Managerial role
Change CSF
and
1C
c.s.
__ 2Sl2__
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Managerial
role
Post-
treatment
All 17 32.7 7 13.5 6 11.5 19 36.5 3 5.8
Male 4 33.3 3 25.0 1 8.3 2 16.7 2 16.7
Female 13 32.5 4 10.0 5 12.5 17 42.5 1 2.5
Follow-
up
All 7 26.9 0 0 1 3.8 15 57.7 3 11.5
Male 1 11.1 0 0 1 11.1 5 58.3 2 22.2
Female 6 35.3 0 0 0 0 10 58.8 1 5.9
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (124 -28 males and 96 females) who had pre-treatment scores for this factor; 75 (60.5% 
- 64.3% o f  the males and 59.4% o f the females} came to the counselling with levels o f stress for this factor 
that were not significantly different from the baseline norm.
Follow-up results:
N.B: fo r all subjects who had pre-treatment scores for this stress factor 23 (50.0% o f total at the follow-up 
stage -  36.4%) o f  the males and54.3% of the females) came to the counselling with levels o f  stress for this 
factor that were not significantly different from the baseline norm.
7.4.1 Managerial role -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Managerial role’ dropped through 
all the stages 2-4 of the study for all the subjects together. From table 7.4.1 it can be seen 
that the initial mean total stress created by ‘Managerial role’ for all the subjects coming for 
counselling was significantly higher than that obtained from the normative baseline mean.
This dropped immediately after therapy, though this was still significantly different from
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the baseline mean. The means for the post-treatment was significantly different from the 
pre-treatment mean but not at the follow-up stage. The difference between post-treatment 
and follow-up was not significant. The mean at follow-up dropped again but it was still 
significantly different from the baseline mean suggesting the subjects as a whole did not 
move to a point where the stress was within the normative population.
Table 7.4.2 shows for all the subjects together the mean effect sizes for measuring the 
strength of the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who have improved by stage 3. From this can be seen that 
for 49.6%  of all subjects there was a positive effect size. The mean effect size grew at 
follow-up from .25 to .44 but percentage improving dropped slightly to 40.4% .
Thus for all the subjects there was an improvement in stress levels attributed to 
‘Managerial role’ between pre- and post-treatment, but this was not maintained at follow­
up. All that can be said is that by the end of the follow-up period 40.4%  had improved.
For the age groupings, the 16-35 year olds did not start with a mean that was significantly 
different from the baseline mean. The 36-64+ year olds produced significant change as a 
result of the counselling but were not able to maintain that, as by the follow-up stage, there 
was no significant difference between stage 2 and stage 4. But the mean for this age group 
stayed significantly different from the baseline mean and the effect size was just above 
average by the follow-up stage (.51), yet the percentage improving had fallen from 52% to 
42.5%  (table 7.4.2).
The professionals in this factor were not able to move their stress levels towards the norm 
after treatment at any point, as at all stages the mean stayed significantly different from the 
baseline (stage 1) norm and there was no significant change between stages 2 and 3 or 
between stage 3 and 4. But the non-professionals, who started at a level that was 
significantly different from the baseline mean, changed such that the means at both stage 3 
and 4 were not significantly different from the nonn at stage 1. Further, by the follow-up 
stage there had been a significant change from stage 2. The effect size for the non­
professionals after treatment was very low, but by follow-up, the effect size had improved 
to above average at .71. So while the professionals had not improved for this factor at any 
stage, by the follow-up stage the non-professionals had improved.
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7.4.2 Managerial role -  gender
From table 7.2 it can be seen that the stress levels for ‘Managerial role’ for the males 
dropped through the stages 2-3 of the study but rose again at stage 4 in contrast to the 
females where the stress levels continued to fall through all the stages 2-4. The initial 
mean total stress created by this factor for the males and females coming for counselling 
was significantly higher than that obtained from the baseline mean obtained from the 
‘Well-being’ stage 1 study (see table 7.4.1). The stress score for this factor for the males 
and the females dropped immediately after therapy to such a point where it was no-longer 
significantly different from the baseline mean and this was maintained to stage 4, 
indicating change at both stages. But the change was not significant at any stage for either 
of the genders.
Table 7.4.2 shows the effect size for the magnitude of the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportions who had 
improved. From this can be seen that for 57.1%  of the males and 47.4%  of the females 
there was a positive effect size by stage 3 dropping to 33.3%  and 40.4%  by stage 4 
respectively.
Table 7.4.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level replicated the findings at the 
group level in that a slightly higher proportion of the males produced clinically significant 
and reliable change than the females at stage 3 of the study i.e. at the post treatment stage; 
but by the follow-up stage the proportion of males achieving this dropped from 33.3%  to 
11.1%, whereas for the females the proportions remained consistent at 32.5-35.3% , though 
those who produced just clinically significant change dropped by the follow-up stage for 
both groups to zero. For the subjects as a whole the proportions who achieved clinically 
significant and reliable change at both stages 3 and 4 was slightly reduced (32.7- 26.9% ).
From table 7.4.1 concerning the sub-groups of males in age group 36-64+ and those in the 
professional group, it is seen that these groups of males made the best progress as a result 
of the counselling by the post-treatment stage (stage 3). The males in both these groups 
came with stress significantly higher than the baseline and showed significant 
improvement at the post-treatment stage. But there was no significant change between 
stages 2 and 3 or between 2 and 4. This is in contrast with the females in the same age 
group and professional group. The 36-64+  females showed that there was still a significant
131
difference between the means at stages 1 and 3 but not between stages 1 and 4. The female 
professionals achieved this by stage 3.
From table 7.4.2 it can be seen that both the sub-groups of males did not produce good 
effect sizes at any stage. This is in contrast with the 36-64+ females who produced a 
higher than average effect size by stage 4 (follow-up) of .65 with 44.8%  improving.
(For above significance details - see appendix A5 and C7.2)
7.4.3 Managerial role -  summary
Thus from tables 7.2 and 7.4.1, 2 and 3, it would seem that most groups (except 16-35 year 
olds) arrived with stress levels for the factor ‘Managerial role’ that were significantly 
higher than that of the baseline norm. The males produced clinically significant change 
but not a high proportion produced reliable change at the same time through all stages of 
the study and the proportion that did produce clinically significant change dropped 
considerably by stage 4. In contrast the 36-64+ year old females produced significant 
change by stage 4 (the follow-up stage) and a good above average effect size. For the 
females those producing clinically significant and reliable change at stage 3 rose slightly 
by stage 4, compared with the males where the proportion had dropped by the follow-up 
stage.
7.5 Stress Factor - Relationship with others
Table 7.5.1 Showing where there was significant change between stages for the 
various groups examined. = p < .0 0 1 ;  * =  p < .0 1 ;  +  =  p < .0 5 ;  - =  n o  s ig n if ic a n t  d i f f e r e n c e )  ( s ta g e  1 =  
b a s e l in e  m e a su r e ; s ta g e  2  =  p r e -tr ea tm e n t; s ta g e  3 =  p o s t- tr e a tm e n t an d  s ta g e  4  =  fo l lo w -u p ) .
Stress
Factor
Comp.
with Stage All M F
16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Relationship 
with others
Stage 1
2 s * - * ✓ ✓ + s
3 - - _Hs - =* + + - +
4 —* - + - * =+ - + - - -
Stage 2 3 - + - - - + - - - - -4 - - - - - - - - - - -
Stage 3 4 - - - - - - - - - - -
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Table 7.5.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all groups of 
interest. (% Im p . =  p e r c e n ta g e  o f  s u b je c ts  im p r o v in g ;  N .P r o f . =  N o n - p r o f e s s io n a l)
Stress factor Stage All M F 16-35 36-64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
PP Es .19 .59 .07 -.03 .26 .71 .10 .21 .12 .72 .07
%Imp. 36.8 42.9 35.1 34.8 37.3 46.2 34.2 36.3 38.2 45.0 33.8
Relationship N 125 28 97 21 102 26 76 91 34 20 75
With others PF Es .10 -.63 .35 -.34 .19 -.62 .50 .22 -.38 -.41 .44
%Imp. 36.1 25.0 40.0 28.6 37.5 27.3 41.4 36.8 33.3 30.0 39.3
N 47 12 35 6 40 11 29 38 9 10 28
Table 7.5.3 Percentage changed (clinically significant and reliable change) for work 
stress factor - Relationships with others.
Change CSF
and
1C
C.S.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Relationships 
with others
Post-
treatment
All 15 36.6 6 14.6 6 14.6 12 29.3 2 4.9
Male 7 63.6 2 18.2 0 0 2 18.2 0 0
Female 8 26.7 4 13.3 6 20.0 10 33.3 2 6.7
Follow-
up
All 10 40.0 0 0 3 12.0 9 36.0 3 12.0
Male 1 14.3 0 0 1 14.3 3 42.9 2 28.6
Female 9 50.0 0 0 2 11.1 6 33.3 1 5.6
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (127 -28 males and 99 females) who had pre-treatment scores for this factor; 88 (69.3% 
- 60.7% of the males and 71.7% o f the females} came to the counselling with levels o f stress for this factor 
that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor 27 (55.1% o f total at the follow-up 
stage -  50.0% o f the males and 56.8% o f the females) came to the counselling with levels o f stress for this 
factor that were not significantly different from the baseline norm.
7.5.1 Relationships with others -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Relationships with others’ dropped 
through the stages 2-3 of the study for all the subjects together but rose again at stage 4 
(follow-up). From table 7.5.1 it can be seen that the initial mean total stress created by 
‘Relationships with others’ for all the subjects coming for counselling was significantly
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higher than that obtained from the normative baseline mean. The means stayed 
significantly different from the baseline mean through out the stages of the study. The 
means for the post-treatment and follow-up were not significantly different from the pre­
treatment mean. The difference between post-treatment and follow-up was also not 
significant.
Table 7.5.2 shows for all the subjects together the mean effect sizes for measuring the 
strength of the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who have improved. From this can be seen that for 36.8%  
of all subjects there was a positive effect size by stage 3. The mean effect size for the 
change for this factor was very low at stages 3 and 4. The percentage improving at stage 4 
dropped slightly to 36.1% .
Thus for all the subjects there was a slight improvement in stress levels attributed to 
‘Relationships with others’ between pre- and post-treatment, but this was lost by the 
follow-up stage. There was no significant change at any stage as a result of the therapy.
For the age groupings, the 16-35 year olds seem to benefit from the counselling only by 
stage 4. But there was no significant difference in the means between stage 2 and 3 or 
between stages 3 and 4, and the mean effect size was very low for this age group.
The 36-64+ year olds produced significant change as a result of the counselling but by the 
follow-up stage this change was no-longer significant. But as the starting stress levels 
were very much higher than the baseline mean, the levels at post-treatment and follow-up 
were not reduced to the point where it was no longer significantly different from the 
baseline mean, though the change was significant at stage 3 (post-treatment) (see table 
7.5.1) but the effect size was very low at both stage 3 and 4 (table 7.5.2).
The professionals did not seem to move their stress levels towards the norm at any stage, 
as, at stages 3 and 4, the means remained significantly different from the baseline mean but 
the mean at stage 3 was significantly different from the pre-treatment mean but this had 
disappeared by the stage 4 (follow-up). But for the non-professionals, by the follow-up 
stage the mean for this factor was no longer significantly different from the baseline mean, 
but there was no significant change between the means at stage 2 and those at stages 3 and
4.
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7.5.2 Relationships with others -  gender
From table 7.2 it can be seen that the stress levels for ‘Relationships with others’ for the 
males dropped through the stages 2-3 of the study but rose again at stage 4 in contrast to 
the females where the stress levels continued to fall through all the stages 2-4. The initial 
mean total stress created by this factor for the males and females coming for counselling 
was significantly higher than that obtained from the baseline mean obtained from the 
‘Well-being’ stage 1 study (see table 7.5.1). The stress score for this factor for the both 
genders remained significantly different from the baseline mean throughout the study, and 
there were no significant changes as a result of the counselling at any stage of the therapy 
for either gender examined separately.
Table 7.5.2 shows the effect size for the magnitude of the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportion who had 
improved. From this can be seen that 42.9%  of the males there was a positive effect size by 
stage 3. But by the follow-up stage this had dropped to only 25.0%  showing improvement. 
The males also showed a higher than average effect size of .59 at post-treatment but this 
dropped considerably to a very low level at the follow-up stage.
Table 7.5.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level replicated the findings at the 
group level in that a higher proportion of the males produced clinically significant and 
reliable change than the females at stage 3 of the study i.e. at the post treatment stage; but 
by the follow-up stage the proportion of males achieving this dropped from 63.6%  to 
14.3%, whereas for the females the proportion nearly doubled between stages 3 and 4 
(26.7%  to 50.0% ) and in contrast, the proportion of males deteriorating between the stages 
3 and 4 went from zero to 28.6% .
From table 7.5.1 concerning the sub-groups of males in age group 36-64+, it is seen that 
this group of males made progress as a result of the counselling by the post-treatment stage 
(stage 3), and the change at stage 3 was also significant. But by stage 4 the mean was 
significantly different from the baseline mean again and the change from stage 2 was no 
longer significant and in fact the change between stages 3 and 4 was also significant. Thus 
the males while improving at the post-treatment stage had fallen back to their pre-treatment 
level. Thus at stage 3 the 36-64+  year old males produced a mean effect size that was 
above average at .71 with 46.5%  of subjects. But by stage 4 the effect size was very low.
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The mean for the professional males did change to become no longer significantly different 
from the baseline mean by stage 3 and that remained the case by stage 4, but there was no 
significant change at either stage 3 or at stage 4. Thus like the 36-64+ year olds, the 
professional males produced a very good effect size of .72 with 45%  improving but this too 
dropped to a very low level of effect size by stage 4. The 36-64+  females showed that 
there was still a significant difference between the means at stages 1 and 3 and between 
stages 1 and 4, and there was no significant change as a result of the therapy at any stage of 
the study for this age group of females. The female professionals achieved change such 
that by stage 4 the mean for this factor was no longer significantly different from the 
baseline mean, but there was no significant change between stage 2 and 3 or between 
stages 2 and 4. (For above significance details - see appendix A 6, C7.3 and A 18.1-2)
7.5.4 Relationships with others -  summary
Thus from tables 7.2 and 7.5.1, 2 and 3 all groups arrived with stress levels for the factor 
‘Relationships with others’ that were significantly higher than that of the baseline norm. 
The males on their own, produced a higher proportion, as compared with the females, of 
those to show clinically significant and reliable change at stage 3 of the study and the 36- 
64+  year old males as a group managed to gain from the therapy at stage 3 (post-treatment) 
by producing significant change. Further, the males as a group and the 36-64+ year old 
males produced effect sizes of .71 and .72 respectively, but neither group was able to 
sustain that change by stage 4 (follow-up). Only the age group 16-35 and the profession 
females were able to produce significant change by stage 4.
7.6 Stress factor - Career and achievement
Table 7.6.1 Showing where there was significant change between stages for the 
various groups examined. { /  =  p < .0 0 1 ;  * =  p < .0 1 ;  + =  p < .0 5 ;  -  =  n o  s ig n if ic a n t  d if f e r e n c e )  ( s ta g e  1 =  
b a s e l in e  m e a su r e ; s ta g e  2  =  p re -tr ea tm e n t; s ta g e  3 =  p o s t- tr e a tm e n t a n d  s ta g e  4  =  fo l lo w -u p ) .
Stress
Factor
Comp.
with Stage All M F
16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Career and 
achievement
Stage 1
2 s s s - s s s s * s s
3 s - - s - s = s - = *
4 - - - - + - - + + - -
Stage 2 3 - - - - =+ - - - - - -4 * - - + - + - * - -
Stage 3 4 - - + - - - - - * - -
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Table 7.6.2: Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all 
groups of interest. (% Im p . =  p e r c e n ta g e  o f  s u b je c ts  im p r o v in g ;  N .P r o f .  =  N o n - p r o f e s s io n a l)
Stress
factor Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
PP Es .22 .36 .18 .09 .25 .42 .19 .24 .16 .23 .25
%Imp. 42.4 46.5 41.2 43.5 42.2 46.2 40.8 45.1 35.3 40.0 46.5
Career and N 125 28 97 23 102 26 76 91 34 20 71
achievement PF Es .09 .21 .05 .18 .07 .04 .09 .01 .42 .08 -.01
%Imp. 40.5 50.0 37.1 42.9 40.0 45.5 37.9 39.5 44.4 50.0 35.7
N 47 12 35 7 40 11 29 38 9 10 28
Table 7.6.3 Percentage changed (clinically significant and reliable change) for work 
stress factors -  Career and achievement
Change CSF
and
1C
c.s.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Career and 
achievement
Post-
treatment
All 15 28.8 9 17.3 5 9.6 22 42.3 1 1.9Male 2 12.5 4 25.0 4 25.0 6 37.5 0 0
Female 1 13 36.1 5 13.9 1 2.8 16 44.4 1 2.8
Follow-
up
All 8 32.0 1 4.0 2 8.0 12 48.0 2 8.0Male 2 20.0 1 10.0 0 0 6 60.0 1 10.0Female 1 6 40.0 0 0 2 13.3 6 40.0 1 6.7
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (127 - 27 males and 100 females) who had pre-treatment scores for this factor; 76 
(59.8% - 40.7% of the males and 65.0% of the females} came to the counselling with levels of stress for this 
factor that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor 26 (53.1% of total at the follow-up 
stage - 25.0% of the males and 62.2%> of the females) came to the counselling with levels of stress for this 
factor that were not significantly different from the baseline norm.
7.6.1 Career and achievement -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Career and achievement’ dropped 
through all the stages 2-4 of the study for all the subjects together. From table 7.6.1 it can 
be seen that the initial mean total stress created by ‘Career and achievement’ for all the 
subjects coming for counselling was significantly higher than that obtained from the 
normative baseline mean. This dropped immediately after therapy, though this was still
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significantly different from the baseline mean. The means for the post-treatment and 
follow-up were significantly different from the pre-treatment mean. The difference 
between post-treatment and follow-up was also significant. But the mean at follow-up 
dropped to a level that was not significantly different from the baseline mean suggesting 
the subjects as a whole returned to the level of stress of the baseline sample for this factor.
Table 7.6.2 shows for all the subjects together the mean effect sizes for measuring the 
strength of the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who have improved. From this can be seen that for 42.4%  
of all subjects there was a positive effect size by stage 3, and the percentage improving 
dropped slightly at stage 4 to 40.5% .
Thus for all the subjects there was a consistent improvement in stress levels attributed to 
‘Career and achievement’ between pre- and post-treatment, and this was maintained or 
even produced further significant change at follow-up. Also by stage 4, at follow-up, the 
levels of stress for ‘Career and achievement’ were reduced to further to levels which were 
not significantly different from the baseline mean.
For the age groupings, the 16-35 year olds received no benefit as a result of the therapy but 
the mean for this factor was not significantly different from the baseline norm for that 
group at the beginning stage 2. The 36-64+ year olds and the professionals produced 
significant change as a result of the counselling and were able to improve on that change 
by the follow-up stage. But as the starting stress levels were very much higher than the 
baseline mean, then the levels at post-treatment and follow-up were not reduced to the 
point where it was no longer significantly different from the baseline mean. The non­
professionals results were complicated. At stage 3 the mean had been reduced such that it 
was no longer significantly different from the baseline norm. But the mean at stage 3 was 
not significantly different from the mean at stage 2. However, by the follow-up stage, the 
mean had continued to fall and was now significantly different from the baseline mean in 
that it was now significantly much lower that that mean. Further at stage 3 the change was 
not significant but by stage 4 the change from stage 2 was significant as was the change 
from stages 3 to 4. This indicates that this group continued to improve significantly after 
therapy and by stage 4 (follow-up) there had been significant change.
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7.6.2 Career and achievement -  gender.
From table 7.2 it can be seen that the stress levels for ‘Career and achievement’ for the 
males dropped through the stages 2-3 of the study but rose again at stage 4 in contrast to 
the females where the stress levels continued to fall through all the stages 2-4. The initial 
mean total stress created by this factor for the males and females coming for counselling 
was significantly higher than that obtained from the baseline mean obtained from the 
‘Well-being’ stage 1 study (see table 7.6.1). The stress score for this factor for the males 
did not change significantly at any stage of the therapy. The difference between the 
baseline mean and the post and follow-up treatment means for this factor for males was not 
significant. This is in contrast to the females where the means remained significantly 
different from the baseline mean at the post-treatment (stage 3) point of the study, but by 
the follow-up stage the females subjects had continued to improve and the mean was such 
that the level was no longer significantly different from the baseline mean. Further, the 
means at both stages 3 and 4 showed significant change from the mean at stage 2, as did 
the mean at stage 4 when compared with that at stage 3.
Table 7.6.2 shows the effect size for the magnitude of the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportion who improved. 
From this can be seen 46.5%  of the males there was a positive effect size by stage 3 and by 
the follow-up stage this had risen to 50.0%  showing improvement. This is in contrast with 
the females where at stage 3 only 41.2%  had improved and the effect size was under 
average, and by stage 4 the proportion improving dropped to 37.1%.
Table 7.6.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The results for the males here differs somewhat from the above factors in 
that the proportion who achieve this increased at stage 4 compared with that at stage 3 
(from 12.5% to 20.0% ); females continued to show improvement between the stages as 
with the other factors (from 36.1%  to 40.0%  at stage 4). There was little gender difference 
in the proportions deteriorating by the stage 3 and 4 (the male proportion being slightly 
higher) though for both genders the proportions increased sharply between stages 3 and 4.
From table 7.6.1 concerning the sub-group of males in age group 36-64+, it is seen that this 
group of males made progress as a result of the counselling by the post-treatment stage 
(stage 3). The males in this group came with stress significantly higher than the baseline 
and showed significant improvement at the post-treatment stage. For this group the means 
were not significantly different from the baseline mean at both stages 3 and 4. But while
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the mean at stage 3 showed significant change as compared with that at stage 2, this was 
lost by stage 4 in that the pre-treatment and follow-up means were no longer significantly 
different. This is in contrast with the females in the same age group where the means at 
stages 2 and 3 remained significantly different from the baseline norm and only by stage 4  
was the mean no longer significantly different from the baseline norm, indicating only at 
the follow-up stage was there significant change for the age group of females. Also only at 
stage 4 was there a significant difference between that mean and that at stage 2. The mean 
at stage 4 was also significantly different from that at stage 3, indicating that the females of 
this group continued to improve up to the follow-up and after the end of therapy. The 
female professionals showed no significant difference between the means at stages 1 and 4, 
but there were no significant changes between stage 2 and 3 and stage 2 and 4.
From table 7.6.2 it can be seen that, the females separately and the 36-64+ year old females 
all managed significant change by the follow-up stage. But no group produced any above 
average effect sizes for that change. (For above significance details - see appendix A7 and 
C7.4)
7.6.4 Career and achievement -  summary
All the subject together, the females separately and the 36-64+  year old females all 
managed significant change by the follow-up stage, and for the females as individuals a 
higher proportion produced clinically significant and reliable change than the males, 
though unusually, the males increased the proportion who achieved this at stage 4 as 
compared with their level at stage 3. Further, non-professionals also produced significant 
change at the follow-up stage but the mean at stage 4 was significantly different from the 
baseline mean as it had dropped to become significantly less than the baseline mean. But 
no group produced any above average effect sizes for that change.
140
7.7 Stress Factor - Organisational structure and climate
Table 7.7.1: Showing where there was significant change between stages for the 
various groups examined. { /  = p<.001; * = p<.01; + = p<.05; - = no significant difference) (stage 1 = 
baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Stress
factor
Comp.
with Stage All M F
16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Organisation 
structure 
and climate
Stage 1
2 ✓ ✓ S - s 3/ s s * = v s
3 - s - s - s * - =+ +
4 - - - - + - - - - - -
Stage 2 3 + - - - + - - + - - +
4 * - * - * - * - + - -
Stage 3 4 - - - - - - - - - - -
Table 7.7.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all groups o f  
interest. (%Imp. = percentage of subjects improving; N.Prof. = Non-professional)
Stress factor Stage All M F 16-35 36-64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Organisation 
structure 
and climate
PP Es .32 .27 .33 .23 .35 .32 .36 .44 .00 .33 .47
%Imp. 56.0 57.1 55.7 60.9 54.9 57.7 53.9 59.3 47.1 50.0 62.0
N 125 28 97 21 102 26 76 91 34 20 71
PF Es .29 .14 .34 -.38 .36 .04 .48 .17 .78 .08 .20
%Imp. 53.2 50.0 54.3 57.1 52.5 45.5 55.2 47.4 66.7 40.0 46.4
N 47 12 35 6 40 11 29 38 9 10 28
Table 7.7.3 Percentage changed (clinically significant and reliable change) for work 
stress factor -Organisational structure and climate
Change CSF
and
1C
C.S.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Organisational 
structure and 
climate
Post-
treatment
All 19 28.8 6 9.1 9 13.6 29 43.9 3 4.5
Male 3 20.0 3 20.0 0 0 8 53.3 1 6.7
Female 16 31.4 3 5.9 9 17.3 21 41.2 2 3.9
Follow­
up
All 9 40.9 1 4.5 7 31.8 5 22.7 0 0
Male 2 33.3 0 0 2 33.3 2 33.3 0 0
Female 7 43.8 1 6.3 5 31.3 3 18.8 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results:
N.B: for all subjects (129 -30 males and 99 females) who had pre-treatment scores for this factor; 66 (51.2% 
- 53.3% of the males and50.5% of the females} came to the counselling with levels of stress for this factor 
that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor 25 (53.2% of total at the follow-up 
stage - 50.0% of the males and 54.3% of the females) came to the counselling with levels of stress for this 
factor that were not significantly different from the baseline norm.
7.7.1 Organisational structure and climate -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Organisational structure and 
climate’ dropped through all the stages 2-4 o f the study for all the subjects together. From 
table 7.7.1 it can be seen that the initial mean total stress created by ‘Organisational 
structure and climate’ for all the subjects coming for counselling was significantly higher 
than that obtained from the normative baseline mean. This dropped immediately after 
therapy, though this was still significantly different from the baseline mean. The means for 
the post-treatment and follow-up were significantly different from the pre-treatment mean. 
The difference between post-treatment and follow-up was not significant. Though the 
mean at follow-up dropped further from the post-treatment level it was still significantly 
higher than the baseline norm so the therapy had not brought the level for this group of  
subjects to within the functional population for this factor.
Table 7.7.2 shows for all the subjects together the mean effect sizes for measuring the 
strength o f the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who have improved. From this can be seen that for 56.0% 
of all subjects there was a positive effect size by stage 3, and the percentage improving 
dropped slightly at stage 4 to 53.2%.
Thus for all the subjects there was a consistent improvement in stress levels attributed to 
‘Organisational structure and climate’ between stages 2-4 (pre-, post-treatment and follow­
up) and though there was significant change as a result of the therapy, the mean for the 
subjects as a group was not reduced to such a point as to put them within the norm for that 
group but this may have been because as a group the mean starting point was very much 
higher than the norm from stage 1.
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For the age groupings, the 16-35 year olds received no benefit as a result o f the therapy 
though to start with the mean for this factor was just significantly different from the 
baseline norm for that group at the beginning stage 2 and dropped at stage 3 where it was 
no-longer significantly different from the stage 1 mean. The 36-64+ year olds and the 
professionals produced significant change as a result o f the counselling and the 36-64+  
year olds were able to sustain that change to stage 4, whereas the professions were not able 
to. But the mean for both groups at all stages o f the study remained significantly different 
from the baseline mean. This was not the situation for the non-professionals who by the 
follow-up stage had changed significantly and were within the normative baseline 
population’s mean (within one standard deviation).
7.7.2 Organisational structure and climate -  gender
From table 7.2 it can be seen that the stress levels for ‘Organisational structure and 
climate’ for the males dropped through the stages 2-3 o f the study but rose again at stage 4 
in contrast to the females where the stress levels continued to fall through all the stages 2-
4. The initial mean total stress created by this factor for the males and females coming for 
counselling was significantly higher than that obtained from the baseline mean obtained 
from the ‘Well-being’ study (see table 7.7.1). The stress mean for this factor for both the 
males and females had change significantly by stage 4 such that it was then no longer 
significantly different from the baseline mean. The difference between the genders was 
that for the females there was also a significant change for stages 3 and 4 but not for the 
males on their own.
Table 7.7.2 shows the effect size for the magnitude o f the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportion who improved. 
From this can be seen 57.1% o f the males there was a positive effect size by stage 3. But 
by the follow-up stage this had dropped to 50.0% showing improvement. Similarly for the 
females at stage 3, 55.7% had improved and at stage 4 the proportion improving dropped 
slightly to 54.3%.
Table 7.7.3 gives the percentage o f subjects who produced clinically significant and 
reliable change. For this factor there were somewhat different results when compared with 
the other factors. Here, at stage 3 the proportion o f males (20.0%) who produced clinically 
significant and reliable change was lower than the females where the proportion was 
31.4%. But by the follow-up stage (stage 4) unlike the first four factors the proportion of 
males producing clinically significant and reliable change rose as did that o f the females
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i.e. to 33.3% and 43.8% respectively. Further, by the follow-up stage, none o f either 
gender showed any deterioration.
From table 7.7.1 concerning the sub-group o f males in age group 36-64+ and the 
professionals, it is seen that these groups o f males made progress as a result o f the 
counselling by the follow-up stage (stage 4). The males in these groups came with stress 
significantly higher than the baseline and this remained so to the post-treatment stage. For 
these two groups the means were not significantly different from the baseline mean at stage
4. But there was no significant change between stage 2 and stages 3 and 4. This is contrast 
with the females in the 36-64+ age group and the professional females who experience 
significant change by stage 4.
From table 7.7.1 it can be seen that, the females separately and the 36-64+ year old females 
all managed significant change by the follow-up stage. But no group produced any above 
average effect sizes for that change. (For above significance details - see appendix A8 and 
C7.5)
7.7.4 Organisational structure and climate -  summary.
All the subjects together, the females separately and the 36-64+ year olds and professional 
females all managed significant change by the follow-up stage. Further, non-professionals 
also produced significant change at the follow-up stage. But no group produced any above 
average effect sizes for that change overall but the percentages o f each group who did 
improve did rise remarkably within this factor. The difference for this work stress factor 
was that, by the follow-up stage, the proportion o f males producing clinically significant 
and reliable change increased.
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7.8 Stress factor - Home/work interface
Table 7.8.1 Showing where there was significant change between stages for the 
various groups examined. ( /  =  p<.001; * = p<.01; + = p<.05; - = no significant difference) (stage 1 = 
baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Stress
factor
Comp.
with Stage All M F
16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Home/work
interface
Stage 1
2 I ^ s s 3 / s s ✓ s ✓ ✓
3 s * s + s + s * * *
4 + * - s + * * - - -
Stage 2 3
* + + + + + - - + *
4 =</ - * - + - + - s - +
Stage 3 4 s - -
Table 7.8.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all groups o f  
interest. (%Imp. = percentage of subjects improving; N.Prof. = Non-professional)
Stress
factor Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Home/work
interface
PP Es .34 .42 .32 .52 .31 .44 .27 .47 -.01 .52 .46
%Imp. 58.6 64.1 57.6 52.2 60.2 65.4 58.4 46.3 48.2 70.0 45.3
N 126 28 98 21 103 26 77 92 34 20 72
PF Es .53 .39 .57 .64 .53 .44 .56 .56 .38 .48 .60
%Imp. 63.9 50.1 65.7 57.1 62.5 54.5 65.5 60.5 66.7 60.0 60.7
N 47 12 35 6 40 11 29 38 9 10 28
Table 7.8.3 Percentage changed (clinically significant and reliable change) for work 
stress factors - Home/work interface
CS
F
and
1C
c.s.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Home/work
interface
Post-
treatment
All 21 29.2 10 13.9 14 19.4 23 31.9 4 5.6
Male 5 31.3 4 25.0 1 6.3 6 37.5 0 0
Female 16 28.6 6 10.7 13 23.2 17 30.4 4 7.1
Follow­
up
All 10 31.3 3 9.4 6 18.8 11 34.4 2 6.3
Male 3 33.3 0 0 1 11.1 4 44.4 1 11.1
Female 7 30.4 3 13.0 5 21.7 7 30.4 1 4.3
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results:
N.B: for all subjects (124 -28 males and 96 females) who had pre-treatment scores for this factor; 56 (45.2% 
- 42.9% of the males and 45.8% of the females} came to the counselling with levels of stress for this factor 
that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor 18 (37.5% of total at the follow-up 
stage - 33.3% of the males and 38.9% of the females) came to the counselling with levels of stress for this 
factor that were not significantly different from the baseline norm.
7.8.1 Home/work interface -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Home/work interface’ dropped 
through all the stages 2-4 o f the study for all the subjects together. From table 7.8.1 it can 
be seen that the initial mean stress created by ‘Home/work interface’ for all the subjects 
coming for counselling was significantly higher than that obtained from the normative 
baseline mean. This dropped immediately after therapy, and to the follow-up stage, though 
continued to be significantly different from the baseline mean, but then the mean for the 
counselling group at stage 2 was considerable higher than the baseline mean at stage 1. The 
means for the post-treatment and follow-up were significantly different from the pre­
treatment mean. The change between post-treatment and follow-up was not significant.
Table 7.8.2 shows for all the subjects together the mean effect sizes for measuring the 
strength o f the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who had improved. From this can be seen that for 58.6% of  
all subjects there was a positive effect size by stage 3, and the percentage improving rose at 
stage 4 to 63.9% and there was a mean effect size at stage 4 o f .53.
Thus for all the subjects there was a consistent improvement in stress levels attributed to 
‘Home/work interface’ between stages 2-4 (pre-, post-treatment and follow-up) and the 
change was significant but did not bring the subjects as a group to a level where the mean 
was not significantly different from the baseline mean i.e. bringing them to a point where 
they were scored at a level equivalent to the functioning baseline normative population, as 
the subjects’ group mean starting point was very much higher than the norm from stage 1.
For the age groupings, the 16-35 year olds managed by the follow-up stage to produced 
change by stage 3 but this was lost by stage 4. The 36-64+ year olds and the professionals 
did not produce change as the means for both groups at stages 2-4 remained significantly
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different from the mean at stage 1. The therapy did however produce significant change 
for the 36-64+ year olds through stage 3 and 4, but for the professionals this was only the 
case at stage 3.
7.8.2 Home/work interface -  gender
From table 7.2 it can be seen that the stress levels for ‘Home/work interface’ for the males 
dropped through the stages 2-3 o f the study but rose again at stage 4 in contrast to the 
females where the stress levels continued to fall through all the stages 2-4. The initial 
mean stress created by this factor for the males and females coming for counselling was 
significantly higher than that obtained from the baseline mean obtained from the ‘Well- 
being’ study (see table 7.8.1). The stress mean for this factor for both the males and 
females had change significantly by stage 3, but it had not change sufficiently to bring the 
mean down to a level where it was no-longer significantly different from the baseline 
mean.
Table 7.8.2 shows the effect size for the magnitude o f the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportion who improved. 
From this can be seen for 64.1% o f the males there was a positive effect size by stage 3. By 
the follow-up stage this had dropped to 50.1% showing improvement. For the females at 
stage 3, 57.6% had improved and at stage 4 the proportion improving rose considerably to 
65.7% with a mean effect size o f .57.
Table 7.8.3 gives the percentage o f subjects who produced clinically significant and 
reliable change. For this factor there were somewhat different results when compared with 
the other previous factors other than ‘Organisational structure and climate’. Here, at stage 
3 the proportion o f males who produced clinically significant and reliable change was 
similar to that o f the females (31.3% and 28.6% respectively). By the follow-up stage 
(stage 4) unlike previous factors the proportion o f males producing clinically significant 
and reliable change rose to a level higher than that the females (33.3% compared with 
30.4%). Further, unlike with most o f the other work stress factors, no males deteriorated 
by stage 3 but by stage 4 this increased to 11.1%, (the only other factor to be like this was 
‘Factors intrinsic to the job’ where the level o f deteriorating males at both stages 3 and 4 
was 0%).
From table 7.8.1 the sub-group of males in the 36-64+ age group produced similar results 
to the males as a whole where there was only significant change to stage 3 but this was lost
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by stage 4. The professional group o f males produced significant change by stage 3 but 
this was lost by stage 4. The females in the 36-64+ age group were not able to produce 
change to bring the means to lie within the baseline normative level by stage 4, though 
there was a significant change as a result o f the therapy at the follow-up stage. The 
professional females were able to produce significant change to reduce the stress to within 
the baseline population and the therapy produced significant change from stage 1.
From table 7.8.1 it can be seen that, none o f the males groups nor the non-professionals 
managed to produce an above average mean effect size for the changes between the stages 
2 to 3 and 2 to 4, all the other groups managed to do this. (For above significance details - 
see appendix A9 and C7.6)
7.8.4 Home/work interface -  summary
Only the professional females and the non-professionals managed to produce significant 
change by the follow-up stage. Most o f the groups produced an above average effect size 
except the males alone or in any o f the groups. For the males the difference for this factor 
was that the proportion o f males achieving clinically significant and reliable change, not 
only did the proportion not drop by the follow-up stage but, unlike any o f the other factors, 
the proportion at stage 4 was higher than that for the females.
7.9 Stress factor - Total work stress
Table 7.9.1 Showing where there was significant change between stages for the 
various groups examined. = p<.001; * = p<.01; + = p<.05; - = no significant difference) (stage 1 = 
baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Stress
factor
Comp.
with Stage All M F
16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Total
work
stress
Stage 1
2 s ✓ ✓ * ✓ s ✓ s ✓ ✓
3 ✓ - ✓ - - ✓ - + *
4 - - - - + - - - - - -
Stage 2 3
•¥ + - - =* + - * - - +
4 - * - * - - * - +
Stage 3 4 + - + - - - + - + - -
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Table 7.9.2 Effect sizes for change between pre- and post-treatment (stages 2 and 3) 
(PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all groups o f  
interest. (%Imp. = percentage o f subjects improving; N.Prof. = Non-professional)
Stress
factor Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Total
work
stress
PP Es .48 .65 .44 .92 .39 .73 .27 .45 .57 .72 .38
%Imp. 62.7 75.0 59.2 60.9 63.1 80.8 57.1 65.2 52.9 75.0 61.1
N 126 28 98 23 103 26 77 92 34 20 72
PF Es .49 .03 .64 -.03 .58 -.03 .79 .48 .57 .01 .63
%Imp. 1 60.0 50.0 63.2 57.1 60.5 45.5 65.6 56.1 55.6 40.0 58.1
N | 50 12 38 7 43 11 32 41 9 10 31
Table 7.9.3 Percentage changed (clinically significant and reliable change) for work 
stress factors - Total work stress
CS
F
and
1C
c.s.
only
RC
only
No
change Deteriorated
Stress factor Group No % No % No % No % No %
Total
work
stress
Post-
treatment
All 18 26.1 6 8.7 16 23.2 28 40.6 1 1.4
Male 4 21.1 1 5.3 6 31.6 7 36.8 1 5.3
Female 14 28.0 5 10.0 10 20.0 21 42.0 0 0
Follow-up
All 10 33.3 2 6.7 5 16.7 9 30.0 4 13.3
Male 1 10.0 1 10.0 0 0 5 50.0 3 30.0
Female 9 45.0 1 5.0 5 25.0 4 20.0 1 5.0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (125 -27 males and 98 females) who had pre-treatment scores for this factor; 57 (45.6% 
- 33.3% of the males and49.0% of the females} came to the counselling with levels of stress for this factor 
that were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for this stress factor 24 (48.0% of total at the follow-up 
stage — 41.7%> of the males and 50.0% of the females) came to the counselling with levels of stress for this 
factor that were not significantly different from the baseline norm.
7.9.1 Total work stress -  All subjects
From table 7.2 it can be seen that the stress levels for ‘Total work stress’ dropped through
all the stages 2-4 o f the study for all the subjects together. From table 7.9.1 it can be seen
that the initial mean stress created by ‘Total work stress’ for all the subjects coming for
counselling was significantly higher than that obtained from the normative baseline mean.
This dropped immediately after therapy, and to the follow-up stage though continued to be
significantly different from the baseline mean, until stage 4 (follow-up) when the mean
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was no longer significantly different from the baseline norm. Further the change to stages 
3 and 4 from stage 2 were also significant. Thus for the subjects as a whole for the ‘Total 
work stress’ the counselling produced significant change.
Table 7.9.2 shows for all the subjects together the mean effect sizes for measuring the 
strength o f the change between the pre- and post means and pre- and follow-up means for 
all subjects and the percentage who had improved. From this can be seen that for 62.7% of 
all subjects there was a positive effect size by stage 3, but the percentage improving 
dropped slightly at stage 4 to 60.0%. Thus for all the subjects there was a consistent 
improvement in stress levels attributed to ‘Total work stress’ between stages 2-4 (pre-, 
post-treatment and follow-up) and the change was significant.
For the age groupings, the 16-35 year olds managed by the post-treatment stage (stage 3) to 
produced significant change towards the baseline mean but the change from stage 2 to 
stage 3 was not significant. The 36-64+ year olds were not able to produce change towards 
the baseline mean as the mean remained significantly different from the baseline mean, but 
the change as a result o f the counselling was significant. But the professions were able to 
do better as a result o f the therapy as their mean was reduced such that it was no longer 
significantly different from the baseline mean and the change as a result o f the counselling
i.e. between stages 2 and stages 3 and 4 was significant, however, the effect size for the 
change for this group at both stage 3 and 4 was not good. The mean effect size for the 
change for the non-professionals was, however, good at both stage 3 and 4 (.57 for both 
stages).
7.9.2 Total work stress -  gender
From table 7.2 it can be seen that the stress levels for ‘Total work stress’ for the males 
dropped through the stages 2-3 o f the study but rose again at stage 4 in contrast to the 
females where the stress levels continued to fall through all the stages 2-4. The initial 
mean stress created by this factor for the males and females coming for counselling was 
significantly higher than that obtained from the baseline mean obtained from the ‘Well- 
being’ study (see table 7.9.1). The stress mean for this factor for the males remained 
significantly different from the baseline mean to stage 4, so for the males there was 
insufficient shift towards the baseline norm. But this was not the case for the females 
where the mean by stage 4 was not significantly different from the baseline norm and the 
changes at both stage 3 and 4 were also significant.
150
Table 7.9.2 shows the effect size for the magnitude o f the change between the pre- and post 
means and pre- and follow-up means for the genders and the proportion who improved. 
From this can be seen 75.0% o f the males there was a positive effect size by stage 3. By 
the follow-up stage this had dropped to 50.0% showing improvement. But for the females 
at stage 3; 59.2% had improved and at stage 4 the proportion improving rose considerably 
to 63.2% with a mean effect size o f .64.
Table 7.9.3 gives the percentage o f subjects who produced clinically significant and 
reliable change. As ‘Total work stress’ was the mean o f the sum of all the other work 
stress factors, the results for this factor tended to underline the trends shown throughout the 
findings, that is, the differences in responses between the males and the females. Here, at 
stage 3 the proportion o f males who produced clinically significant and reliable change 
was 21.1% as compared to the females where the proportion was 28.0%. But by the 
follow-up stage (stage 4) the differences were as seen throughout most o f the findings i.e. 
the proportion o f males who produced clinically significant and reliable change dropped to 
10.0% whereas for the females this rose to 45.0%. Further, by the follow-up stage, unlike 
the females and like most of the other factors (except the factors ‘Factors intrinsic to the 
job’ and ‘Organisational structure and climate’), the proportion o f males who appear to 
have deteriorated was quite high; for this factor it rose from 5.3% at post-treatment to 
30.0% o f the males at the follow-up stage.
From table 7.9.1 the sub-group o f males in the 36-64+ age group produced similar results 
to the males as a whole where there was only significant change between stages 2 and 3 
but this was lost by stage 4. The professional group o f males produced no significant 
change at any stage o f the study. The females in the 36-64+ age group and the professional 
group were able to produce significant change at stage 4 in that the mean for the group 
was no longer significantly higher than the baseline norm and the change between stages 2 
and 4 was also significant.
From table 7.9.1 it can be seen that, the females separately and the 36-64+ year old and 
professional females all managed significant change by the follow-up stage, and those 
groups also produced .64, .79 and .63 mean effect sizes, respectively. Further, the males in 
both the 36-64+ age group and in the professional group produce very good effect sizes for 
the change at the post-treatment stage (.73 and .72 respectively), but by the follow-up stage 
the effect sizes for the change for both groups was very low. (For above significance 
details - see appendix A10 and C7.7)
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7.9.4 Total work stress -  summary
The total stress experienced by these subjects overall was reduced through the three stages 
of the counselling study. This was also the case for the females but the males’ levels o f  
stress increased again by the follow-up stage. This was reflected in the proportions o f  
males and females who produced clinically significant and reliable change. At post 
treatment the males produced a slightly lower proportion achieving this than the females 
but this dropped considerably by the follow-up stage and at this stage the proportion of 
males deteriorating increased considerably. Generally the females on their own; the 36-64+ 
year old females and both professional groups produced significant change and the mean 
for each group move to be within the normative baseline mean. This occurred for these 
groups at stage 3, (post-treatment). For the non-professionals this only occurred at the 
follow-up stage. The gender differences was also highlighted by the males producing 
above average effect sizes for the change at the post-treatment stage for the males on their 
own, the 36-64+ year old males and the male professionals. By the follow-up stage this 
changed completely in that it was the female groups only that produced above average 
effect sizes for the change. This was the case for the females on their own, for the 36-64+ 
females, the female professional and the non-professionals as a group themselves.
7.10 Work stress costs
In Chapter 6 it was calculated that the mean cost for the counselling client altogether was 
£504 per subject (at 2008 rate) for their stress (males: £392 and females: £545, at 2008 
rates, i.e. multiplying the figures by 33.90%). In Chapter 2 it was suggested that at the 
time an EAP programme was costing £33 per head per year (£44). The total o f all the 
subjects (224 = number o f subjects producing this figure) was costing the organisation 
£112,900 (males {60} = £23,500; females {164} = £89,400). From the above findings by 
the follow-up stage the mean total work stress for all the subjects together had been 
reduced by 16.3% (taking the follow-up mean from the pre-treatment mean and dividing 
that figure by the pre-treatment mean); for the males the reduction was 1.9% and for the 
females the figure was 18.2%. Using the above 2008 figures this would be the equivalent 
o f a saving o f £82.15p per head for the subjects as a whole or £7.45p per head for the 
males and £99.19p per head for the females. This would indicate that for the subjects as a 
whole the saving was 1.6:1 and for the females a saving o f 1.8:1 (using £44 per head as the 
unit cost for counselling at the calculated 2008 cost rate); but from the above figures the 
service to the males showed a loss o f 80% o f the cost for counselling and thus for the 
males the counselling would not seem to be cost effective if the measure used was only the
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resulting reduction in total stress after counselling. However, overall the counselling 
produced an estimated cost saving o f £15,800 in stress for the counselling subjects at 2008 
cost levels.
However, another way to calculate the saving as a result o f the counselling would be to 
compute the change in levels o f presenteeism which allows for direct calculations 
involving proportions o f salary lost/gained in relationship to respondents’ subjective 
ratings concerning their levels o f work efficiency/effectiveness. In chapter 6 the mean 
presenteeism cost was calculated as £6,161 (£8250) per counselling subject per year. The 
increase in presenteeism as a result o f the counselling was 7.52%, however, as there was a 
slight drop in the level o f presenteeism by the follow-up stage, to 6.69%, this would give a 
mean saving o f £412 (£552) per head for the counselling subjects for the EAP in 1996 
compared with the £33 (£44) per person (approximate ratio o f 12.5:1). Thus the saving for 
all the subjects together (155 = those producing this data) coming for counselling would 
have been £63,000 (£85,000) for increasing the presenteeism. This figure cannot be added 
to the above figure for the savings calculated for reducing stress as this figure can be said 
to be included in the above figure.
However, as the genders responded differently it may be important to cost the saving for 
each gender separately. If the mean presenteeism was costing £7,444 (£9968) per 
counselling male per year, then the saving on the increase o f presenteeism of 8.14% was 
that percentage o f that total, i.e. £606 (£811). However, as there was a drop in the level o f 
presenteeism at follow-up for the males, the change in the level to that stage was only 
1.31%, which would give a saving o f £98 (£131) {or approximate ratio o f 3:1} per male 
per year. Thus the saving for all the males together coming for counselling (47) was 
£4,606 (£6,157) at 1996 (2008) cost levels for increasing presenteeism for the males, 
which would suggest that overall for the males the cost for the EAP was good value.
If the mean presenteeism cost was £5,602 (£7,501) per counselling female, then the saving 
on just the increase o f presenteeism o f 7.74% was that percentage o f that total, i.e. £434 
(£581). However, as there was a small drop in the level o f presenteeism at follow-up for 
the females, the change in the level to that stage was 7.38%, which would give a saving o f  
£413 (£553){or ratio o f 13:1} per female per year. Thus the saving for all the females 
together, coming for counselling, (155) would have been £64,015 (£85,715) for increasing 
presenteeism for the females, which would suggest that overall, for the females, the saving 
as a result o f the counselling, was very good. Thus the saving for the changes in levels o f
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presenteeism alone for the females makes the value o f an EAP programme very cost 
effective.
Calculating the factors in this way would seem to suggest that for these subjects the 
counselling process was cost effective in reducing the ‘Total work stress’ and increasing 
the levels o f presenteeism of the subjects as a whole, but even more beneficial for the 
females. The ratio o f savings for the females ranged between 13:1 to 1.8:1 and for the 
males the savings ratio ranged between a loss o f 1:5 and a saving o f 3:1 (for the increase in 
presenteeism) and for the group as a whole the savings cost ratio ranged between 12.5:1 to 
1.6:1 all at stage 4, the follow-up stage.
(Figures in italics are those converted to 2008 costs using the inflation rate from  July, 
1996 to December, 2008 to be taken as being 33.90% {InflationData.com}).
7.11 Summary
Thus to summarise all the findings, for the males there was an improvement in stress levels 
attributed to all the stress factors between pre- and post-treatment and for the factors 
‘Factors intrinsic to the job’, ‘Managerial role’, ‘Relationships with others’ and ‘Career 
and achievement’, the post-treatment scores were reduced to a levels which were not 
significantly different from the normative baseline mean. But there was only significant 
change at stage 3 for ‘Factors intrinsic in the job’ and ‘Relationships with others’ and 
‘Home/work interface and ‘Total work stress’ but by stage 4 this had been lost for all the 
stress factors for the males.
The male group that seem to benefit the most was the 36-64+ year olds where for most of 
the factors the change to the post-treatment stage was significant. ‘Organisational structure 
and climate’ and ‘Home/work interface’ were the only factors where the males increase the 
proportion of those producing clinically significant and reliable change from stage 3 to 
stage 4. But ‘Organisational structure and climate’; together with, ‘Managerial role’; 
‘Relationships with others’; ‘Career and achievement’ and ‘Total work stress’ were the 
factors where, by the follow-up stage, the proportion of males who deteriorated was 
considerably higher compared with ‘Factors intrinsic to the job’ and ‘Organisational 
structure and climate’. Also at the follow-up stage for ‘Total work stress’, the proportion 
of males producing clinically significant and reliable change was less than half o f the 
proportion who produced this at the post-treatment stage. The males were only able to 
produced above average mean effect sizes for the change at the post-treatment stage (stage
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3) for ‘Factors intrinsic to the job’; ‘Relationships with others’ and ‘Total work stress’ (the 
males alone, 36-64 males and professional males); and ‘Home/work interface’ 
(professional males only). For the males by the follow-up stage (stage 4) no group 
produced above average mean effect size.
The females overall, as with the males, came to counselling with stress levels that were 
significantly greater than the baseline norm for all the work stress factors. For most o f the 
work stress factors they were able to reduce this stress to a level where it was no-longer 
significantly higher than the baseline means by the follow-up stage. The exceptions were 
for ‘Managerial role’ where this occurred earlier at the post-treatment stage; ‘Relationships 
with others’, where the stress level remained significantly higher than the baseline norm at 
all stages o f the study; and for ‘Home/work interface’ where like the males, the starting 
point was so much higher than the baseline norm and that, although the stress level was 
reduced considerably through the stages o f  the study, it was not reduced enough to make it 
not significantly different from the baseline mean. Amongst the females, the factors 
‘Relationships with other’; ‘Organisational structure and climate’ and ‘Total work stress’ 
showed the highest proportion o f subjects who produced clinically significant and reliable 
change, at the follow-up stage as compared with the other factors. At the post-treatment 
stage none o f the female groups were able to show an above average mean effect size, but 
by stage 4 (follow-up) all the female groups produced above average effect sizes for 
change for the factors, ‘Factors intrinsic to the job’; ‘Managerial role’; ‘Home/work 
interface’ and ‘Total work stress’.
The age group o f 36-64+ year olds as a whole and the females in this age group benefited 
the most from the counselling process in producing significant change by post-treatment or 
at least by the follow-up stage for most o f the work stress factors except for ‘Relationships 
with others’ and ‘Home/work interface’. But they were able by stage 4 to produce above 
average mean effect sizes for factors; ‘Factors intrinsic to the job’; ‘Managerial role’; 
‘Home/work interface’ and ‘Total work stress’. The professional females also benefited 
well from the counselling process in producing significant change, for all factors except 
‘Relationships with others’ and ‘Career and Achievement’ and produced above average 
effect sizes at stage 4 for factors ‘Home/work interface’ and ‘Total work stress’. The non­
professionals produced significant change as a result o f the counselling at least by the 
follow-up stage (stage 4) for all stressors except for ‘Relationships with others’ and they 
produced above average effect sizes for that change by stage 4 for factors ‘Factor intrinsic 
to the job’; ‘Managerial role’; Organisational structure and climate’ and ‘Total work
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stress’. The 16-35 year olds, who were mostly females, produced significant change for 
‘Factors intrinsic to the job’ and ‘Home/work interface’ at least to stage 3. They were also 
the only group to produce an above average mean effect size at both stages 3 and 4 for 
‘Home/work interface’.
The cost effectiveness o f the counselling process was calculated using the proportion of 
subjects who showed improvement both with respect to the reductions they experienced as 
a group with respect to the levels o f their total work stress and their related increases in 
presenteeism. Calculating the cost savings for these variables indicated that for these 
subjects the counselling process was cost effective in reducing the ‘Total work stress’ and 
increasing the levels o f presenteeism o f the subjects as a whole, but the process was more 
beneficial for the females. The ratio o f savings for the females range from 13:1 to 1.8:1 and 
for the males the savings ratio ranged between a loss o f 1:5 to a gain o f 3:1 and for the 
group as a whole the savings cost ratio ranged between 13:1 to 1.6:1 all at stage 4, the 
follow-up stage.
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8. Results from stages 2-4: Analysis of the counselling data - Mental 
health, Work and Personal functioning
8.1 Introduction
The chapters 5 and 6 analysed the group data from the stages 1 and 2 o f the study 
focussing on the groups o f subjects that were o f interest in this study and the difference 
between the proportions o f each o f the groups with respect to stage 1 (baseline well-being 
study) and stage 2 (client assessment/pre-treatment stage). This chapter will focus on the 
differences in responses and the changes that these groups made through the treatment o f  
the brief therapy within the EAP service as offered to the organisation (Norfolk County 
Council) by the EAP provider by their counselling affiliates. The focus o f this chapter will 
be the changes through stages 2 (pre-treatment); 3 (post-treatment) and 4 (six month 
follow-up) for the variables called ‘mental health, work and personal functioning’. The 
results were derived from the subjects’ scores through the three stages 2-4 for the questions 
which focussed on these variables. The groups that will be the focus o f this chapter and 
the structure for the presentation of the data will be similar to that presented in chapter 7 
and thus was described in the introduction o f that chapter.
However in this chapter for the mental health scores, the higher means indicated 
higher/better mental health; for both work and personal functioning a lower mean indicated 
better work or personal functioning, as the scores run down the column under ‘mean’ it is 
possible to see how the means rise (or drop -  in the cases o f work and personal 
functioning) or not through the stages 2-4. Also the range used to indicate that the clients 
had moved to a point within normative functioning used normative data from other studies 
and not from the baseline study where this measurement was not used (i.e. mental health -  
Jenkinson et al, 1997; work and personal functioning -  Worrall, 1999).
(For the full tables showing the three forms o f measure mentioned above for the present 
variables, see appendix A18: tables A18.5-15 and appendixes C8.1-3 which includes the 
correlation data).
8.2 Mental health, work and personal functioning
Below, in table 8.2 is presented the means for each o f the variables mental health, work 
and personal functioning at each o f the stages 2-4 o f the study for all the subjects together 
and for each o f the genders separately. Pre-treatment mean is at stage 2 o f the study and 
post-treatment and follow-up means are those at stage 3 and 4 o f the study respectively; for
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mental health, the higher the mean the better the mental health; for work and personal 
functioning the lower the mean the better the functioning.
It may be also important as a brief reminder, to present again the questions that focussed 
on measuring these variables and how the various scores were calculated.
Mental health:
This scale asked: How much time during the last four weeks have you...
1. been a veiy nervous person?
2. fe lt down in the dumps, that nothing would cheer you up?
3. fe lt calm and peaceful?
4. fe lt downhearted and blue?
5. been a happy person?
The mental health subscale, the MHI-5, consists o f five items measuring mental health in 
tenns o f psychological distress and emotional well-being on a six point scale measuring 
the intensity/frequency o f clients’ emotional feelings over the previous four weeks. It 
includes one or more items from each o f the four major mental health dimensions (anxiety, 
depression, loss o f behavioural or emotional control, and psychological well-being) 
confirmed in factor analytic studies o f the full length 38 item MHI from which the MHI-5 
was derived.
When scoring the MHI-5 in the present study items were first coded on a 1 to 6 scale, 1 =  
None o f the time and 6 = All o f the time. All items are then re-coded so that a high score 
indicated better mental health. Therefore, a subject feeling blue -  All o f  the time = has 
their original score recoded from a 6 to a 1, but a subject feeling happy and calm - All o f  
the time = keeps his/her originally given score o f 6. Therefore items 1, 2 and 4 had to be 
recoded. After the items were recoding, the score on each item was summed to form the 
raw score for the scale. The raw score o f the MHI-5 scale was then transformed to a scale 
o f 0-100 using the formula outlined below taken from the SF-36 Health Survey Manual 
(Ware et al., 1993), given that the lowest possible score = 5, the highest possible score = 30 
and the possible range = 25.
SF-36 Transformed scale = SF transforming = (x-5)4
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This transformation converts the lowest and highest possible scores to zero and a hundred 
respectively. Scores between these values represent the percentage o f the total possible 
score achieved. As the mental health rating was not made during stage 1, the ‘W ell-being’ 
study, to obtain a normative score to use in stages 2-4, the norm used, against which to 
match the transformed scores, was taken from a study o f the general public in the United 
Kingdom (Mean=74.07, s.d.=17.07, N=8204) by Jenkinson et al. (1997).
Work functioning
This scale asked: My problem(s) interfere (s)...
1. with my ability to perform routine tasks at work.
2. with my interaction with other people at work.
3. with my ability to concentrate/complete tasks at work.
4. with my performance at work.
5. with the development or management o f my job.
For each item on the five item work functioning scale clients were asked to indicate on a 
five point scale (1 = Not at all, 2 = A little bit, 3 = Moderately, 4 = Quite a lot and 5 = 
Extremely) how much their emotional or psychological problems interfered with different 
aspects o f their work functioning (i.e., ability to perform routine tasks at work, interactions 
with other people at work, ability to concentrate or complete tasks at work, performance at 
work, and developing and managing their job). In the present study, clients were asked to 
state both their work and personal problems and therefore the instructions were slightly 
modified by asking clients to rate how much their problems, instead of their emotional or 
psychological problems, interfered with their work functioning. Each item o f the scale was 
scored and the mean score for the scale was calculated, the higher the mean score the 
worse the work functioning.
As the work functioning scale was not used during stage 1, the ‘W ell-being’ study, to get a 
normative scores to use in stages 2-4, the norm used was taken from a similar study in the 
United Kingdom (mean= 1.94, s.d.=0.84, N=808) by Worrall,1999).
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Personal functioning
This scale asked: My problem(s) interfere (s)...
1. with my personal relationships.
2. with my home life.
This was designed to compliment the work functioning scale and was a self-reporting scale 
that consisted o f two items assessing how client’s problems interfered with their home life 
and personal relationships. The personal functioning scale used the same scale as the work 
functioning scale, for each item clients were asked to indicate on a five point scale (1 = Not 
at all, 2 = A little bit, 3 = Moderately, 4 = Quite a lot and 5 = Extremely) the extent to 
which their problems interfered with their personal functioning. Again, each item o f the 
scale was scored and the mean score for the scale was calculated, the higher the mean 
score the worse the personal functioning.
As the personal functioning scale was not used during stage 1, the ‘Well-being’ study, to 
get a normative scores to use in stages 2-4, the norm used was taken from a similar study 
in the United Kingdom (mean= 2.23, s.d.=0.99, N=810) by Worrall,1999).
Table 8.2 Mental health, work and personal functioning measures x gender - 
pre/post/follow-up sample
Gender
Mental
Health
(Pre)
Mean
N
(SDs)
Mental
Health
(Post)
Mean
N
(SDs)
Mental
Health
(Follow)
Mean
N
(SDs)
Work
Fn
(Pre)
Mean
N
(SDs)
Work
Fn
(Post)
Mean
N
(SDs)
Work
Fn
(Follow) 
Mean 
N
(SDs)
Person.
Fn
(Pre)
Mean
N
(SDs)
Person.
Fn
(Post)
Mean
N
(SDs)
Person.
Fn
(Follow)
Mean
N
(SDs)
38.03 60.89 55.00 3.03 2.30 2.96 3.18 2.37 2.53
Male 61 36 16 62 34 15 62 35 15
20.78 21.70 22.22 1.06 1.09 1.25 1.20 1.09 1.22
36.98 50.96 61.75 2.77 2.25 2.22 3.36 2.70 2.51
Female 175 116 48 173 113 47 174 115 47
16.94 20.74 16.87 1.08 .93 1.06 1.08 1.25 1.12
52.00 57.60 2.04 1.93 2.20 3.00
Missing 5 5 5 6 5 6
20.98 15.39 .75 .84 1.30 1.30
37.25 53.27 59.88 2.84 2.26 2.36 3.31 2.61 2.56
Total 236 157 69 235 152 68 236 155 68
17.97 21.24 18.11 1.08 .96 1.12 1.11 1.22 1.15
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8.3 Mental health
Table 8.3.1 Showing where there was significant change between stages for the 
various groups examined. ( /  = p<.001; * = p<.01; + = p<.05; - = no significant difference) (norm = 
obtained from other studies; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Variable Comp.with Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Mental
health
Norm
2 s ✓ ✓ ✓ V S S
3 s ✓ ✓ ✓ S ✓ ✓ S ✓
4 s * - ✓ * V ✓ - *
Stage 2 3 s ✓ S S4 * ✓ + ✓ ✓ S + ✓
Stage 3 4 =✓ - ✓ + + - * - + - +
Table 8.3.2: Mean effect sizes for change between pre- and post-treatment (stages 2 
and 3) (PP Es) and between pre-treatment and follow-up (PF Es) (stages 2 and 4) -  all
groups of interest. (%Imp. = percentage of subjects improving; N.Prof. = Non-professional)
Variable Stage All M F 16-35 36-64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Mental
health
PP Es .89 1.05 .85 1.15 .83 1.08 .75 .87 .95 1.10 .80
%Imp. 78.2 79.3 77.9 68.0 80.6 80.6 80.5 77.9 78.9 76.2 78.4
N 133 29 104 25 108 26 82 95 38 21 74
PF Es 1.36 1.19 1.41 2.14 1.24 1.26 1.23 1.25 1.80 1.34 1.22
%Imp. 84.3 66.7 84.6 100 81.8 72.7 81.8 82.9 80.0 80.0 83.9
N 51 12 39 7 45 11 33 41 10 10 31
Table 8.3.3 Percentage changed (clinically significant and reliable change) for mental 
health
Change CS and RC
C.S.
only
RC
only
No
change Deteriorated
Variable Group No % No % No % No % No %
Mental
health
Post-
treatment
All 31 26.7 7 6.0 18 15.5 57 49.1 3 2.6
Male 8 34.8 2 8.7 4 17.4 9 39.1 0 0
Female 23 39.0 5 8.5 14 23.7 14 23.7 3 5.1
Follow-up
All 23 50.0 3 6.5 7 15.2 13 28.3 0 0
Male 4 40.0 0 0 3 30.0 3 30.0 0 0
Female 19 52.8 3 8.3 4 11.1 10 27.8 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results
N.B: for all subjects (133 -29 males and 104 females) who had pre-treatment scores for mental health; 16 
(15.0% - 24.1% of the males and 12.5% of the females} came to the counselling with mental health levels 
that were not significantly different from the norm.
Follow-up results
N.B: for all subjects who had pre-treatment scores for mental health 4 (8.0% of total at the follow-up stage - 
9.1% of the males and 7.7% of the females) came to the counselling with mental health levels that were not 
significantly different from the norm.
8.3.1 Mental health -  all subjects
From table 8.2 it can be seen that the mental health levels rose through all the stages 2-4 o f  
the study for all the subjects together. From table 8.3.1 the initial mean for mental health 
for all the subjects coming for counselling was significantly lower than that obtained for 
the norm from other studies o f subjects in the UK. This mean rose immediately after 
therapy and had risen again by the follow-up stage, though both means at stage 3 and stage 
4 (post-treatment and follow-up) were still significantly different from the norm. The 
means for the post-treatment and follow-up were significantly different from the pre­
treatment mean. The difference between post-treatment and follow-up was also 
significant.
Table 8.3.2 shows the mean effect sizes for measuring the strength o f the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 78.2% o f all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .89 tol.36  
and the percentage improving rose to 84.3%.
Thus for all the subjects there was a consistent improvement in mental health levels 
between pre- and post-treatment, and this improvement continued to the follow-up stage. 
But while the results showed changes/improvements for all subjects at both stages 3 and 4, 
the mean levels at each stage for the subjects as a whole remained significantly lower than 
the norm.
For the age groupings, the 16-35 year olds seem to benefit from the counselling in that by 
stage 4 their mean was no longer significantly different from the norm. There were also 
significant changes between stages 2 (pre-treatment) and 3, 2 and 4 (follow-up) and 
between stages 3 and 4.
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The 36-64+ year olds produced significant change as a result o f the counselling and were 
able to improve on that change by the follow-up stage. But the mean levels at post­
treatment and follow-up were not reduced to the point where they were no longer 
significantly different from the norm, though the effect size stage 3 was .83 and this 
improved for this group to 1.24 at stage 4 and for each o f those stages the percentages o f  
those improving were 80.6% and 81.8% respectively (table 8.3.2).
Similarly the professionals improved their mental health levels significantly after stages 3 
and 4 from their mean pre-treatment level, though there was no significant difference 
between the means at stage 3 and 4. But the means at stages 3 and 4 remained significantly 
different from the norm. The mean effect size for the change for the professional group 
was, at stage 3, .87 (with 77.9% improving) and by stage 4, this was 1.25 with 82.9% 
improving. For the non-professionals, the mean at stage 4 (follow-up) was no longer 
significantly different from the norm, placing them within the normal functioning group 
when prior to treatment, as a group, they were within the non-functioning group for mental 
health. The mean effect size for the non-professionals, after stage 3, was .95 (with 78.9% 
improving) and by stage 4 this mean effect size had risen to 1.80 with 80.0% o f those 
producing follow-up responses having improved. But at this stage there were only 10 
responders in this group.
8.3.2 Mental health -  gender
From table 8.2 it can be seen that the mental health measure for the males rose from stage 
2 to stage 3 but dropped a little again at stage 4 but not to the pre-treatment level so for the 
males there had been some improvement after counselling. This is in contrast with the 
females whose mental health mean increased from their pre-treatment level but not as high 
as the males at stage 3, but by stage 4, the females had continued to improve to a level 
slightly higher than the males at any stage. However, as can be seen from table 8.3.1 while 
the changes between stage 2 and 3 and between 2 and 4 for both genders was significant, 
and for the females the same applied also between stages 3 and 4, at no stage, for either o f  
the genders, did their mental health rise to a level where it was no longer significantly 
different from that o f the norm population.
Table 8.3.2 shows the effect sizes for the magnitude o f the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 79.3% o f the males improved and that there was a
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mean positive effect size o f 1.05 by stage 3, rising to 1.19 by stage 4 (66.7% having 
improved at this stage). This was in contrast with other results in that this showed the 
males improving on their mean effect size between stages 3 and 4. For the females at stage 
3 - 77.9% had improved and the mean effect size was .85, by stage 4 the proportion who 
had improved was 84.6% and the mean effect size had risen to 1.41.
Table 8.3.3 gives the percentage o f subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
lower than the females at stage 3 o f the study i.e. at the post treatment stage and by the 
follow-up stage the percentage o f males achieving this, while higher than the post­
treatment stage, it was still lower than that o f females achieving this at stage 4 (40.0% 
compared with 52.8%). Thus the increase in those achieving clinically significant and 
reliable change by stage 4 (26.4% at stage 3 to 50.0% at stage 4 for all the subjects who 
were in the dysfunctional group at stage 2) seems to be attributable to the improvements 
mostly among the females by this stage. Further, only 5.1% o f the females deteriorated by 
stage 3 and no males did so at this stage, by stage 4 no subjects had deteriorated in their 
mental health.
From table 8.3.1 concerning the sub-groups o f males and females in the age group 36-64+ 
and in the professional group, it is seen that these groups o f males and females followed a 
similar pattern of responses as with the genders as a whole. This applied to the 
significances o f the changes and the relative mean effect sizes. But the one difference in 
the overall trend within these results was seen for the male professionals who produced a 
mean effect size greater than the professional females by stage 4. (For above significance 
details - see appendix A 18.5-8 and C8.1).
Thus in summary, the counselling treatment was very effective in producing significant 
change and very good mean effect sizes for that change at the post-treatment and follow-up 
stages o f the study for a very high proportion (at least over 66.7%) of the subjects as a 
whole and in most subgroups. But in most groups the ‘Mental health’ levels were not 
increased to a level where it was no longer significantly different from the norm, the 
exceptions were the non-professionals and 16-35 year olds. At the pre-treatment stage 
there was no significant difference between the genders in their ‘Mental health’ mean 
scores. At the post-treatment stage the males had significantly better ‘Mental health’ than
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the females, as did the 16-35 year olds a whole, and the females o f this age group, when 
compared with the 36-64+ year olds, as evidence by the significantly higher mean effect 
size o f the younger group as compared with the older group. The non-professionals had 
significantly higher ‘Mental health’ mean scores by the follow-up stage than the 
professionals.
8.3.3 Mental health -  summary
Thus from tables 8.2 and 8.3.1, 2 and 3 all groups arrived with mental health levels that 
were significantly higher than that o f the norm. Those who benefited most from the 
counselling by improving their mental health immediately after treatment (stage 3) were 
the males (as a group and as individuals) as shown particularly by their higher mean effect 
sizes for the change and the proportion who achieved clinically significant and reliable 
change, as compared with the females. The mean effect sizes for all groups were relatively 
high and the proportions achieving change were high. The non-professional and 16-35 
year old groups were the only ones to have increased their mean mental health level such 
that by stage 4 it was no longer significantly lower than the norm. The professional males 
for this measure showed a different trend as compared with other results in that they 
showed an improved mean effect size at stage 4 and this was unusually higher than that o f 
the females at this stage. But at both stages 3 and 4 the proportion o f males achieving 
clinically significant and reliable change was less than that o f the females. However, the 
number of males producing these results at stage 4 was relatively low so perhaps little can 
be implied from these results. Further, the levels o f deteriorating as a result o f the 
counselling at all stages was very low and only the females showed this at stage 3 o f the 
study. Overall it was clear that the subjects came to the counselling with mental health 
levels that were significantly lower than the norm and while the counselling produced 
significant change, only the non-professionals and the age group 16-35 were able to 
increase their mental health such that is was no longer significantly lower than the norm.
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8.4 Work functioning
Table 8.4.1 Showing where there was significant change between stages for the 
various groups examined. { /  = p<.001; * = p<.01; + = p<.05; - = no significant difference) (stage 1 = 
baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Variable Comp.with Stage All M F
16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Work
functioning
Norm
2 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ * ✓ ✓
3 ✓ - =✓ - =</ - * - + *
4 + + - - * + - - + +
Stage 2 3 V ✓ ✓ =✓ ✓ =✓ ✓ - =✓ ✓4 - =✓ - * - * * - +
Stage 3 4 + - -
Table 8.4.2 Mean effect sizes for change between pre- and post-treatment (stages 2 
and 3) (PP Es) and between pre-treatment and follow-up (PF Es) (stages 2 and 4) -  all 
groups of interest. (%Imp. = percentage of subjects improving; N.Prof. = Non-professional)
Variable Stage All M F le ­ss 36-64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Work
functioning
PP Es .67 .71 .67 1.07 .58 .64 .56 .77 .41 .85 .74
%Imp. 65.6 65.6 67.0 76.0 63.0 56.0 65.3 67.4 60.6 57.1 70.4
N 125 28 97 25 100 25 75 92 33 21 71
PF Es .43 .18 .51 .20 .46 .15 .58 .40 .56 .38 .40
%Imp. 53.1 53.1 51.4 57.1 52.4 54.5 51.6 52.5 55.6 60.0 50.0
N 49 12 37 7 42 11 31 40 9 10 30
Table 8.4.3 Percentage changed (clinically significant and reliable change) for work 
functioning.
Change CSF
and
1C
C.S.
only
RC
only
No
change Deteriorated
Variable Group No % No % No % No % No %
Work
functioning
Post-
treatment
All 20 20.2 12 12.1 22 22.2 43 43.4 2 2.0
Male 3 13.6 3 13.6 5 22.7 11 50.0 0 0
Female 17 22.1 9 11.7 17 22.1 32 41.6 2 2.6
Follow-
up
All 9 19.6 3 6.5 7 15.2 21 45.7 6 13.0
Male 2 20.0 0 0 2 20.0 5 50.0 1 10.0
Female 7 19.4 3 8.3 5 13.9 16 44.4 5 13.9
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results
N.B: for all subjects (125 -28 males and 97 females) who had pre-treatment scores for work functioning; 28 
(22.4% - 21.4% of the males and 22.7% of the females} came to the counselling with work functioning levels 
that were not significantly different from the norm.
Follow-up results
N.B: for all subjects who had pre-treatment scores for work functioning 7 (14.9% of total at the follow-up 
stage -18.1% of the males and 13.9% of the females) came to the counselling with work functioning levels 
that were not significantly different from the norm.
8.4.1 Work functioning -  all subjects
From table 8.2 it can be seen that the work functioning improved (meaning dropped) to 
stages 3 o f the study for all the subjects together, but rose again at stage 4. From table
8.4.1 the initial mean for work functioning for all the subjects coming for counselling was 
significantly higher than that obtained for the norm from other studies o f subjects in the 
UK. This mean dropped immediately after therapy but rose again by the follow-up stage, 
though both means at stage 3 and stage 4 (post-treatment and follow-up) were still 
significantly different from the norm. The means for the post-treatment and follow-up 
were significantly different from the pre-treatment mean. The difference between post­
treatment and follow-up was not significant.
Table 8.4.2 shows the mean effect sizes for measuring the strength o f the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 65.6% o f all subjects there was a 
positive effect size by stage 3. The mean effect size unfortunately dropped at follow-up 
from .67 to .43 and the percentage improving dropped from 65.6% to 53.1%.
Thus for all the subjects there was an improvement in work functioning between pre- and 
post-treatment, but this improvement lessened by the follow-up stage. But while the 
results showed significant changes/improvements for all subjects at both stages 3 and 4, the 
mean levels at each stage for the subjects as a whole remained significantly higher than the 
norm.
For the age groupings, the 16-35 year olds seem to benefit from the counselling as by stage 
3 the mean effect size for the change was 1.07 and by stage 4 the group mean was no 
longer significantly different from the norm. There were also significant changes between 
stages 2 (pre-treatment) and 3, 2 and 4 (follow-up) for this group.
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The 36-64+ year olds produced significant change as a result o f the counselling and were 
able to improve on that change by the follow-up stage. But the mean levels at post­
treatment and follow-up were not reduced to the point where they were no longer 
significantly different from the norm, though the effect size stage 3 was .58 but this 
dropped to lower than average to .46 at stage 4 and those showing improvement for this 
group dropped from 63.0% at stage 3 to 52.4% at stage 4 (table 8.4.2).
Similarly the professionals improved their work functioning significantly after stages 3 and 
4 from their mean pre-treatment level. But the means at stages 3 and 4 remained 
significantly different from the norm. The mean effect size for the change for the 
professional group was .77 at stage 3 (with 67.4% improving) but by stage 4, this dropped 
to .40 with 52.5% improving. For the non-professionals, the means at stages 3 and 4 were 
no longer significantly different from the norm, placing them within the normal 
functioning group when prior to treatment, as a group, they were within the non­
functioning group for this variable. The mean effect size for the non-professionals, after 
stage 3, was .41 (with 60.6% improving) and by stage 4 this mean effect size had risen to 
above average o f .56, with 55.6% o f those producing follow-up responses having 
improved. But at this stage there were only 13 responders in this group.
8.4.2 Work functioning -  gender
From table 8.2 it can be seen that the work functioning measure for the males dropped 
(improved) from stage 2 to stage 3 but rose again at stage 4 but not quite to the pre­
treatment level. This is in contrast with the females whose mean work functioning dropped 
(improved) from their pre-treatment level at stage 3 and continued to improve to stage 4. 
From table 8.4.1 the gender differences can be clearly seen. For the males the level o f  
work functioning was not significantly different from the norm at stage 3 but by stage 4 the 
mean had become significantly higher than the nonn again thus only the change between 
stage 2 and 3 was significant but not between stage 2 and 4. The females responded 
differently in that by stage 4 the mean for work functioning was no longer significantly 
different from the nonn and the differences between stage 2 and 3 and between stage 2 and 
4 were significant.
Table 8.4.2 shows the effect sizes for the magnitude o f the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 65.6% o f the males improved and that there was a 
mean positive effect size o f .71 by stage 3, but this dropped to .18 by stage 4 (showing
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only 53.1% improving by this stage). For the females at stage 3 -  67.0% had improved 
and the mean effect size was .67, by stage 4 the proportion who had improved was 51.4% 
and the mean effect size had dropped to .51, but was still just above average.
Table 8.4.3 gives the percentage o f subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion o f the males who produced clinically significant and reliable change was 
lower than the females at stage 3 o f the study i.e. at the post treatment stage; but by the 
follow-up stage the percentage o f males achieving this was slightly higher than that o f the 
females achieving this at stage 4 (20.0% compared with 19.4%). This was also reflected in 
the proportions o f each gender who achieved reliable change too (20.0% and 13.9% 
respectively) and also the proportion o f each gender that deteriorated (10.0% and 13.9%). 
It should also be noted that just over a fifth o f the subjects (22.4%) came with levels for 
work functioning that was not significantly different from the norm.
From table 8.4.1 concerning the sub-groups o f males and females in the age group 36-64+ 
and in the professional group, it is seen that these groups o f males and females followed a 
similar pattern o f responses as with the genders as a whole. For this variable the overall 
trend within these results was that both genders separately and in their respective groups 
produced good effect sizes for the change at stage 3, with the males producing higher 
effect sizes in all groups than the females. But only the female 36-64+ year olds were able 
to maintain a good above average effect size for the change by stage 4. (For above 
significance details - see appendix A18.5-8 and C8.2)
8.4.3 Work functioning -  summary
Thus from tables 8.2 and 8.4.1, 2 and 3 all groups arrived with work functioning levels that 
were significantly higher than that o f the norm. Those who benefited most from the 
counselling by improving their work functioning immediately after treatment (stage 3) 
were the males as a group as shown particularly by their higher mean effect sizes for the 
change, but the proportion producing clinically significant and reliable change was at this 
stage lower than the females. The mean effect sizes for all groups were relatively high and 
the proportions achieving change were high. The non-professional group was able to show 
a good effect size for the change at the follow-up stage and the 36-64+ year old females 
were the only group to maintain an above average effect size for the change for work 
functioning at both stages 3 and 4. By stage 3 the proportion o f males achieving clinically
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significant and reliable change was less than the females but by stage 4 there was little 
difference in the relative proportions o f subjects in each gender group who produced 
clinically significant and reliable change as individuals (though by this stage there were 
only 2 males) so perhaps little can be implied from these results. Overall it was clear that 
the subjects came to the counselling with work functioning levels that were significantly 
poorer than the norm and while the counselling produced significant change, only the 
females were able to improve on their levels and by stage 4 their levels were no longer 
significantly higher than the norm whereas the males while producing good significant 
change at the post-treatment stage they were not able to maintain this by the follow-up 
stage.
8.5 Personal functioning
Table 8.5.1 Showing where there was significant change between stages for the 
various groups examined. { /  = p<.001; * = p<.01; + = p<.05; - = no significant difference) (stage 1 = 
baseline measure; stage 2 = pre-treatment; stage 3 = post-treatment and stage 4 = follow-up).
Variable Comp.with Stage All M F 16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Personal
functioning
Norm
2 ✓ ✓ ✓ ✓ ✓ ✓ ✓ y y y y
3 ✓ - ✓ - ✓ - ✓ =✓ - - *
4 + . - - - - - + +# - +
Stage 2 3 * s ✓ ✓ ✓ ✓ ✓ y =✓ =✓ y4 - - ✓ - ✓ - ✓ S y + = y
Stage 3 4 * - -
(# = lower than norm)
Table 8.5.2 Mean effect sizes for change between pre- and post-treatment (stages 2 
and 3) (PP Es) and between pre-treatment and follow-up (PF Es) (stages 2 and 4) -  all 
groups of interest (%Imp. = percentage of subjects improving; N.Prof. = Non-professional)
Variable Stage All M F 16-35 36-64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Personal
functioning
PP Es .79 .63 .84 .99 .74 .65 .77 .82 .71 .72 .85
%Imp. 65.1 57.1 67.3 68.0 64.4 60.0 65.8 68.4 55.9 66.7 68.9
N 129 28 101 25 104 25 79 95 34 21 74
PF Es .78 .57 .85 .79 .78 .51 .87 .64 1.31 .35 .74
%Imp. 58.0 58.3 67.9 71.4 55.8 54.5 56.2 52.5 80.0 50.0 53.3
N 50 12 38 7 43 11 1.42 40 10 10 30
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Table 8.5.3 Percentage changed (clinically significant and reliable change) for 
personal functioning
Change CSF
and
1C
c.s.
only
RC
only
No
change Deteriorated
Variable Group No % No % No % No % No %
Personal
functioning
Post-
treatment
All 41 40.2 0 0 27 26.5 30 29.4 4 3.9
Male 7 41.2 0 0 4 23.5 6 35.3 0 0
Female 34 40.0 0 0 23 27.1 24 28.2 4 4.7
Follow-
up
All 14 40.0 0 0 9 25.7 10 28.6 2 5.7
Male 3 37.5 0 0 2 25.0 3 37.5 0 0
Female 11 40.7 0 0 7 25.9 7 25.9 2 7.4
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results
N.B:for all subjects (129 -28 males andlOl females) who had pre-treatment scores for personal functioning; 
31 (24.0% - 39.3% of the males and 19.8% of the females} came to the counselling with personal functioning 
levels that were not significantly different from the norm.
Follow-up results
N.B: for all subjects who had pre-treatment scores for personal functioning 17(34.0% of total at the follow­
up stage - 33.3% of the males and 34.2% of the females) came to the counselling with personal functioning 
levels that were not significantly different from the norm.
8.5.1 Personal functioning -  all subjects
From table 8.2 it can be seen that the personal functioning improved (dropped) to stages 3 
and 4 o f the study for all the subjects together. From table 8.5.1 the initial mean for 
personal functioning for all the subjects coming for counselling was significantly higher 
than that obtained for the norm from other studies o f subjects in the UK. This mean 
dropped immediately after therapy and continued to do so by the follow-up stage, though 
both means at stage 3 and stage 4 (post-treatment and follow-up) were still significantly 
different from the norm. The means for the post-treatment and follow-up were 
significantly different from the pre-treatment mean. The difference between post­
treatment and follow-up was not significant.
Table 8.5.2 shows the mean effect sizes for measuring the strength o f the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 65.1% o f all subjects there was a 
positive mean effect size by stage 3. The mean effect size dropped slightly at follow-up 
from .79 to .78 and the percentage improving dropped to 58.0%.
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Thus for all the subjects there was an improvement in personal functioning between pre- 
and post-treatment, and unlike the work functioning variable, this variable continued to 
improve through to the follow-up stage. But while the results showed significant 
changes/improvements for all subjects at both stages 3 and 4, the mean levels at each stage 
for the subjects as a whole remained significantly lower than the norm.
For the age groupings, the 16-35 year olds seem to benefit from the counselling as by stage 
3 the mean effect size for the change was .99 and by this stage the mean was no longer 
significantly different from the norm. There was a significant change for this group 
between stage 2 and 3 but by stage 4 the difference was no longer significant as for this 
group the mean personal functioning rose again by the follow-up stage.
The 36-64+ year olds produced significant change as a result o f the counselling and were 
able to improve on that change by the follow-up stage. But the mean level at post­
treatment was not reduced to the point where it was no longer significantly different from 
the norm, though the effect size stage 3 was .74. By stage 4 this group’s level o f personal 
functioning was no longer significantly higher than the norm and the change between stage 
2 and 4 was again significant, producing an increase in the mean effect size to .78 with the 
percentage improving dropping to 55.8% (table 8.4.2).
Similarly the professionals improved their personal functioning significantly after stages 3 
and 4 from their mean pre-treatment level. But the means at stages 3 and 4 remained 
significantly different from the norm. The mean effect size for the change for the 
professional group was, at stage 3, .82 (with 68.4% improving) but by stage 4, this dropped 
to .64 (though still above average) with 52.5% improving. For the non-professionals, the 
mean at stage 3 was no longer significantly different from the norm, placing them within 
the normal functioning group when prior to treatment, as a group, they were within the 
non-functioning group for this variable. The mean effect size for the non-professionals, 
after stage 3, was .71 (with 55.9% improving). However, by stage 4 this group's mean level 
for personal functioning was again significantly different from the norm but for this group 
the reason was that not only was the change significant between stage 2 and stages 3 and 4, 
but also the change between stages 3 and 4 was also significant, in fact the change was 
such that the level for personal functioning for this group had dropped to where it was now 
significantly lower than the norm. Thus the mean effect size by stage 4 had improved to 
1.31 with 80.0% improving, but at this stage there were only 10 responders in this group.
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8.5.2 Personal functioning -  gender
From table 8.2 it can be seen that the personal functioning measure for the males dropped 
(improved) from stage 2 to stage 3 but rose again at stage 4 but not to the pre-treatment 
level. This is in contrast with the females whose mean personal functioning dropped 
(improved) from their pre-treatment level at stage 3 and continued to improve to stage 4. 
However, from table 8.5.1 the gender differences were not as great as with, for example, 
work functioning, as here the males’ mean level dropped by stage 3 such that it was no- 
longer significantly higher than the norm and though the level increased again by stage 4 it 
was still not significantly higher than the norm. The females on the other hand though 
improving by stage 3 and like the males producing significant change, their level for 
personal functioning did not reach a point where it was no longer significantly higher than 
the norm until stage 4. For both the genders the changes between stages 2 and 3 and 4 were 
all significant.
Table 8.4.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 57.1% of the males improved and that there was a 
mean positive effect size of .63 by stage 3, and this dropped to .57 (but still above average) 
by stage 4 with 58.3% improving. For the females at stage 3 -  67.3% had improved and the 
mean effect size was .84, by stage 4 the proportion who had improved increased to 67.9% 
and the mean effect size had risen to .85, a well above average mean effect size. This 
pattern was shown for most of the sub-groups for the genders, where the males’ level 
dropped by stage 4 but for the most part still reduced their levels such that their mean was 
no-longer significantly higher than the norm by stage 3 and remained so by stage 4 and 
their mean effect size for the change remained above average. The exception was for the 
professional males where the mean effect size dropped to .35 at the follow-up stage. For 
the female sub-groups the 36-64+ group (as with the group as a whole) improved on their 
mean effect size by the follow-up stage, while the professional females’ mean effect size 
dropped by stage 4 this was still well above average at .74.
Table 8.4.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were not so different from the 
findings at the group level. Here the proportion of the males who produced clinically 
significant and reliable change was fairly equivalent to the proportion of females producing 
this at stage 3 of the study i.e. at the post treatment stage; but by the follow-up stage the 
percentage of males achieving this was somewhat lower than the proportion of females
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achieving this at stage 4 (37.5% compared with 40.7% respectively). The proportion of 
each gender who achieved reliable change was also slightly different at stage 3 where 
23.5% of the males produced this as compared with 27.1% of the females and this 
difference almost disappeared at stage 4 (25.0% for the males and 25.9% for the females). 
At the post-treatment stage none of the males had deteriorated but 4.7% of the females had. 
By stage 4 still no males had deteriorated but the proportion of females had risen slightly to 
7.4%. It should also be noted that nearly a quarter of the subjects (24% - two-fifths of the 
males {39.3%} and one fifth of the females {19.8%}) came with levels for personal 
functioning that were not significantly different from the norm (for above details - see 
appendix A18.5-15 and C8.3).
8.5.3 Personal functioning -  summary
Thus from tables 8.2 and 8.5.1, 2 and 3 all groups arrived with personal functioning levels 
that were significantly higher than that of the norm. Those who benefited most from the 
counselling by improving their personal functioning immediately after treatment (stage 3) 
were the males as a group and within the sub-groups, the 36-64+ years of age group and 
the professional males. But all groups were able to improve their personal functioning by 
the follow-up stage such that the levels were no longer significantly higher than the norm 
and nearly all groups (other than the professional males) were able to produce above 
average mean effect sizes for the change at both stages 3 and 4. Further, the change for 
most groups at both stages was significant except for the 16-35 year olds and the 36-64+ 
year old males. By stage 3 the proportion of males achieving clinically significant and 
reliable change was fairly similar to that for the females but by stage 4 this proportion was 
reduced a little as compared with the females. Overall it would seem that for this group of 
subjects the counselling produced high mean effect sizes for the change for this variable 
and both genders benefited and were able to reduce their mean levels to that of the norm, 
the males immediate after counselling and the females by the follow-up stage and most 
groups produced high mean effect sizes for that change at both stages of the study. It 
should also be noted that the non-professionals were able to benefit from the counselling so 
much so that they were able to obtain a mean response for this variable by the follow-up 
stage that was significantly lower (better) than the norm.
8.6 Chapter summary
All groups of subjects in the counselling sample came with levels that were significantly 
different from the norms for each of the factors examined in this chapter, namely mental 
health, work and personal functioning. As a result of the counselling the general findings
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underline those found in the previous chapter on stress factors in that there were clear 
differences in the way the genders responded to the therapy. For mental health 
immediately after treatment the males achieved a mean high effect size for the change and 
the proportion who achieved clinically significant and reliable change was high though 
slightly lower than the females. But in contrast with many of the other findings this 
proportion had increased by stage 4 though was still lower than the females. However, the 
professional males differed in that by stage 4 they showed an improved mean effect size 
and this was unusually higher than for the equivalent group of females. The results for 
work and personal functioning indicated that all groups produced high effect sizes and the 
proportions of each gender which showed clinically significant and reliable change at stage 
4 were fairly similar for both measures. It also should be added that it seemed from the 
correlation calculations (see appendix A20) that poor work or personal functioning 
affected mental health or visa versa.
Overall, the subjects came with mental health levels which were significantly higher than 
the norm and while the counselling produced significant change only the non-professionals 
and the 16-35 year olds (all mainly females) were able to increase their mental health such 
that it was no-longer significantly lower than the norm. This applied also to the females all 
together by stage 4 for work functioning. With respect to personal functioning, all groups, 
both male and female, were able to do this by the follow-up stage and all groups other than 
the professional males were able to produce above average effect sizes for the change at 
both stages 3 and 4. The non-professionals changed their responses to personal 
functioning as a result of the counselling to a mean level that was then significantly lower 
(better) that the norm so had benefited considerably from the counselling process.
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9. R e su lts  f ro m  s tag e s  2 -4 : A n a ly s is  o f  th e  c o u n se llin g  d a ta  on  
C o p in g  s tra te g ie s
9.1 Introduction
The chapters 5 and 6 analysed the group data from the stages 1 and 2 of the study 
focussing on the groups of subjects that were of interest in this study and the difference 
between the proportions of each of the groups with respect to stage 1 (baseline well-being 
study) and stage 2 (client assessment/pre-treatment stage). Chapters 7 and 8 focused on 
the differences in responses and the changes that these groups made through the treatment 
of the brief therapy within the EAP service as offered to the organisation (Norfolk County 
Council) by the EAP provider via their counselling affiliates. Those chapters focused on 
the changes through stages 2 (pre-treatment); 3 (post-treatment) and 4 (six month follow­
up) for the variables called ‘work stress’; mental health; work and personal functioning. 
This chapter will focus on the changes through stages 2 (pre-treatment); 3 (post-treatment) 
and 4 (six month follow-up) for the variable called ‘coping strategies’. The results were 
derived from the subjects’ scores through the three stages 2-4 for the six coping strategies, 
namely: Rational actions; Palliative response; Social support; Depressive; Emotive and 
Passive responses.
The groups that will be the focus of this chapter and the structure for the presentation of 
the data will be similar to that presented in chapter 7 and thus was described in the 
introduction of that chapter.
This chapter will be set out firstly with a table presenting all the mean results for each of 
the coping strategies for the group as a whole and for each gender separately at each stage 
of the study. For the first three coping strategies (i.e. Rational actions; Palliative response 
and Social support) the higher the figure in the mean column the more that group of 
subjects were using the positive coping strategies. The higher means for the last three 
coping strategies indicates a greater use of the negative coping strategies of Depressive, 
Emotive and Passive responses. For the first three coping strategies if the brief therapy is 
helping the subjects then the mean should increase through the stage 2-4; for the last three 
coping strategies if the counselling is helping the subjects then the means for these coping 
strategies should drop through the three stages 2-4. Stage 1 ‘mean’ was the mean for 
baseline sample group.
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9.2 Coping strategies.
Below, in table 9.2 is presented the means for each coping strategy at each of the stages of 
the study for all the subjects together and for each of the genders separately. Stage 1 mean 
is the baseline mean; stages 2-4 shows the change of means between each of the stages 
from pre-treatment to post-treatment and then to the follow-up stage. A high mean for the 
first three coping strategies the better use was being made of that strategy and if the 
counselling was helping these mean should increase; for the last three coping strategies the 
means should be reduced through the stages 2-4 if the counselling helped.
It may be also important as a brief reminder, to present again the meaning of the coping 
strategies being used here (for a full description see chapter 4: section 4.8):
Rational actions reflect a style that involved coping with stress by adopting a strategy of 
rational actions which may be considered a healthy process.
Item example for this strategy: Pass work onto others as much as possible.
The palliative action option may be less healthy since it does not involve a direct attempt 
to approach the source of the stress. An example of this kind of strategy is to take comfort 
in other things such as watching television, or using a displacement activity such as a 
hobby.
Item example for this strategy: Tiy to forget it by working at my hobbies.
Seeking social support is possibly a more healthy strategy and may include such actions as 
involving fellow workers in the problem or talking things over with a friend.
Item example for this strategy: Talk things over with a friend.
Depressive response is seen as an unhealthy response. In this case the problem becomes 
internalised or ‘bottled up’ and the individual develops a feeling of powerlessness or not 
feeling in control. This manifests itself by affective symptoms such as loss of sleep, 
becoming withdrawn and lethargy.
Item example for this factor: Get depressed.
(For the full tables showing the three forms of measure mentioned above for the present
variables, see appendix A 18: tables A18.16-40 and appendixes C9.1-6).
I l l
Emotive response, i.e. expressing emotions under stress is seen as possibly healthy within 
limits. Certainly suppression of emotion may lead to psychological and physical ill-health 
but excessive emotional expression is also associated with physical illness, not to mention 
the effect that this might have on peers at work or family or spouses.
Item example for this strategy: Complain to the people responsible.
The passive response is an unhealthy strategy as the individual simply accepts the stressful 
situation and lets things happen without attempting any intervention.
Item example for this strategy: Simply give in and wait for the inevitable.
Table 9.2 Coping strategies
Subjects All Males Females
Coping
strategy
Stage Mean N sd Mean N sd Mean N sd
Rational
actions
1 2.85 2258 .75 2.89 821 .72 2.82 1436 .76
2 2.56 233 .71 2.71 62 .68 2.51 171 .72
3 2.75 164 .70 2.80 36 .67 2.76 112 .72
4 2.81 68 .59 2.83 16 .43 2.86 46 .64
Palliative
response
1 2.82 2254 .82 2.66 821 .82 2.91 1432 .80
2 2.73 234 .76 2.67 62 .69 2.75 172 .78
3 2.87 155 .77 2.87 36 .58 2.87 113 COoo
4 2.73 68 .70 2.75 16 .42 2.75 46 .75
Social
support
1 2.25 2257 .64 2.12 819 .64 2.33 1437 .64
2 2.57 234 .67 2.29 62 .64 2.66 172 .65
3 2.76 154 .64 2.81 36 .74 2.77 112 .62
4 2.75 68 .64 2.73 16 .70 2.81 46 .59
Depressive
response
1 2.61 2256 .91 2.51 822 .87 2.66 1433 .92
2 3.29 234 .79 3.34 62 .79 3.28 172 .78
3 2.98 154 .86 2.82 36 .90 3.03 112 .85
4 2.74 68 .81 2.98 16 .93 2.65 46 .78
Emotive
response
i 2.13 2247 .82 1.92 819 .71 2.26 1427 .86
2 2.64 233 .81 2.19 62 .86 2.81 171 .78
3 2.30 154 .74 2.13 36 .63 2.38 112 .76
4 2.28 68 .87 2.23 16 .86 2.32 46 .87
Passive
response
1 2.20 2252 .58 2.25 821 .59 2.17 1430 .57
2 2.35 233 .64 2.57 62 .65 2.28 172 .62
3 2.29 154 .59 2.40 36 .91 2.26 112 .59
4 2.19 68 .63 2.47 16 .69 2.08 46 .57
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9.3 Coping strategy - Rational action
Table 9.3.1 Showing where there was significant change between stages for the 
various groups examined. ( /  =  p < .0 0 1 ;  *  =  p < .0 1 ;  +  =  p < .0 5 ;  -  =  no s ig n ifican t d iffe re n ce ) (s ta g e  1 =  
b aselin e m e a su re ; s tag e  2  =  p re-trea tm en t; s tag e  3 =  p o st-trea tm en t and stag e  4  =  fo llo w -u p ). (F o r  details see  
A 1 8 : tab le  A 1 8 .2 0  and C 9 .1 :  tables C 9 .1 .1 -5 4 ) .
Copingstrategy Comp.with Stage All M F 16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
2 ✓ - ✓ ✓ ✓ - ✓ ✓ S - ✓
Stage 1 3 - - - - - - - - - - -
Rational 4 - - - - - - - - - - -action Stage 2 3 =■ / - =✓ - * - + =v^ - -4 s - - - •j* * - - +
Stage 3 4 - - - - - - - - - - -
Table 9.3.2 Mean effect sizes for change between pre- and post-treatm ent (stages 2 
and 3) (PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all 
groups of interest. (% Im p . =  p ercen tag e  o f  su bjects im p rovin g ; N .P ro f. =  N o n -p ro fessio n al) (F o r  details  
see A 1 8 : tab les A 1 8 .1 6 -1 9  and C 9 .1 : tab les C 9 .1 .5 5 -8 1 ) .
Coping
strategy Stage All M F
1 6 -
3 5
3 6 -
6 4 +
M
3 6 -
6 4 +
F
3 6 -
6 4 +
P r o f . N .P r o f M .P r o f F .P r o f
Rational
action
P P  E s .31 .12 .37 .25 .29 .10 .36 .27 .31 .16 .31
% I m p . 58.3 51.7 60.2 68.0 55.9 50.0 57.9 57.8 50.5 57.1 58.0
N 126 29 97 25 102 26 76 90 37 21 69
P F  E s .44 .54 .40 .67 .40 .57 .34 .44 .42 .53 .41
% I m p . 55.1 75.0 48.6 57.1 54.8 72.7 48.4 50.0 50.0 70.0 51.7
N 49 12 37 7 42 11 31 10 10 10 29
Table 9.3.3 Percentage changed (Clinically significant and reliable change) for 
Coping strategy -  ‘Rational actions’
Change CSF
and
1C
C.S.
only
RC
only
No
change Deteriorated
Coping strategy Group No % No % No % No % No %
Rational
action
Post-
Treatm ent
All 14 26.9 10 19.2 17 32.7 9 17.3 2 3.8
Male 1 14.3 1 14.3 3 42.9 2 28.6 0 0
Female 13 28.9 9 20.0 14 31.1 7 15.6 2 4.4
Follow-up
All 4 18.2 8 36.4 6 27.3 4 18.2 0 0
Male 1 25.0 2 50.0 1 25.0 0 0 0 0
Female 3 16.7 6 33.3 5 27.8 4 22.2 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results:
N.B: for all subjects (127 -29 males and 98 females) who had pre-treatment scores for coping strategy 
‘Rational actions’; 77 (60.6% - 75.9% of the males and 56.1%> of the females} came to the counselling with 
levels for ‘Rational actions ’ which were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for ‘Rational actions’ 27 (55.1% of total at the follow-up 
stage - 66.7% of the males and 51.4% of the females) came to the counselling with levels for ‘Rational 
actions ’ that were not significantly different from the baseline norm.
9.3.1: Rational actions -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Rational actions’ rose through all 
the stages 2-4 of the study for all the subjects together. From table 9.3.1 it can be seen 
that the initial mean for ‘Rational actions’ for all the subjects coming for counselling was 
significantly lower than that obtained for the baseline norm from stage 1 of the study. This 
mean rose immediately after therapy and had risen again by the follow-up stage, though 
the mean at stage 3 (post-treatment) was still significantly different from the baseline 
norm, however, by stage 4 this was no longer the case. The means for the post-treatment 
and follow-up were significantly different from the pre-treatment mean. The difference 
between post-treatment and follow-up was not significant.
Table 9.3.2 shows the mean effect sizes for measuring the strength of the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 58.3% of all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .31 to .44 
but the percentage improving dropped to 55.1%.
Thus for all the subjects there was a mean improvement in ‘Rational actions’ scores 
between pre- and post-treatment, and this improvement continued to the follow-up stage 
and the results showed that by stage 4 the change/improvement for all subjects together 
had put the mean within the functioning as opposed to the dysfunction population group.
For the age groupings, the 16-35 year olds seem to benefit from the counselling in that by 
stages 3 and 4 their mean was no longer significantly different from the norm. There were 
also significant changes between stages 2 (pre-treatment) and stage 3 but not between stage 
2 and 4 (follow-up) and between stages 3 and 4. However, while the mean effect size for
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the change at stage 3 for this group was low, by stage 4 it had reach an above average score 
of .67.
The 36-64+ year olds produced significant change as a result of the counselling and were 
able to improve on that change by the follow-up stage. The mean levels at post-treatment 
and follow-up were reduced to the point where they were no longer significantly different 
from the baseline norm, though the mean effect sizes at stages 3 and 4 were not high for 
this group.
Similarly the professionals improved their ‘Rational action’ coping strategy significantly 
after stages 3 and 4 from their mean pre-treatment level, though there was no significant 
difference between the means at stage 3 and 4. Further the means at stages 3 and 4 became 
such that they were no longer significantly different from the norm. The mean effect size 
for the change for the professional group was again low at both stage 3 and 4 with only 
50% at stage 4 showing improvement. A similar pattern was produced with respect to the 
non-professionals, where the mean at stages 3 and 4 (follow-up) were no longer 
significantly different from the norm, placing them within the normal functioning group 
when prior to treatment, as a group, they were within the non-functioning group for 
‘Rational action’ coping response. The mean effect size for the non-professionals, after 
stages 3 and 4 was, like the professional group, quite low with again only 50% showing 
improvement. But at this stage there were only 10 responders in this group.
9.3.2 Rational actions -  gender
From table 9.2 it can be seen that the mean for ‘Rational action’ for the males rose from 
stage 2 to stage 3 and unlike other variables the mean continued to improve through to 
stage 4 but for the males the mean was never significantly different from the baseline norm 
at any stage of the study, and so the change between stages was not significant either. This 
is in contrast with the females whose mean score for ‘Rational actions’ increased from 
their pre-treatment level through both stages 3 and 4 and by stage 4, the females had 
improved to a level slightly higher than the males at this stage. Also the females started at 
a point that was significantly lower than the baseline norm and moved to means at stage 3 
and 4 where the mean was no-longer significantly lower than the baseline norm. Further, 
for the females, the changes between stage 2 and stages 3 and 4 were significant. Also it 
was seen that at the pre-treatment stage the males came with a mean that was significantly 
higher than the females but by stages 3 and 4 the differences were no longer significant 
(see appendix C9.1: tables C9.1.13-14).
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Table 9.3.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 51.7% of the males improved and that there was a 
very low mean effect size of .12 by stage 3, but this rose to higher than average mean 
effect size of .54 stage 4 (with 75.0% having improved at this stage). This was in contrast 
with other results in that this showed the males improving on their mean effect size 
between stages 3 and 4. For the females at stage 3 -  60.2% had improved and the mean 
effect size was .37, by stage 4 the proportion who had improved dropped to 48.6% though 
the mean effect size had risen slightly to .40.
Table 9.3.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
very much lower than the females at stage 3 of the study i.e. at the post treatment stage 
(14.3% compared with 28.9%); but by the follow-up stage the percentage of males 
achieving this was much higher than the females (25.0% as compared with 16.7%). 
Further, 4.4% of the females deteriorated by stage 3, compared with none of the males, and 
by stage 4 no subjects had deteriorated in their score for ‘Rational actions’. From table
9.3.1 concerning the sub-groups of males and females in the age group 36-64+ and in the 
professional group, it is seen that these groups of males and females followed a similar 
pattern of responses as with the genders as a whole. This applied to the significances of 
the changes and the relative mean effect sizes. However, only the males in the age group 
35-64+ and in the professional group both produced above average effect size for the 
change by stage 4 as a result of the counselling for ‘Rational actions’ (.57 and .53 with 
72.7% and 70.0% of the males showing improvement, respectively), (for above details - 
see appendix A18: tables A 18.16-20 and appendix C9.1).
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Table 9.4.1 Showing where there was significant change between stages for the 
various groups examined. { /  =  p < .0 0 1 ;  *  =  p < .0 1 ;  +  =  p < .0 5 ;  -  =  n o  sig n ifican t d ifferen ce) (s ta g e  1 =  
b aselin e m easu re ; s tag e  2  =  p re-trea tm en t; s ta g e  3  =  p o st-treatm en t and stag e  4  =  fo llo w -u p ). (F o r  d etails see  
A 1 8 : table A 1 8 .2 7  and C 9 .2 :  tables C 9 .2 .1 -5 8 ) .
9.4 Coping strategy Palliative response
Copingstrategy Comp.with Stage All M F
16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Palliative
response
Stage 1
2 - - - - * - + - + - -
3 - - - + - - - - - - -
4 - - _ - - - - - - - -
Stage 2 3 + 4- - - - - - + - - -4 - - - - - - - - - - -
Stage 3 4 - - - - - - - - - - -
Table 9.4.2 Mean effect sizes for change between pre- and post-treatm ent (stages 2 
and 3) (PP Es) and between pre-treatm ent and follow-up (stages 2 and 4) (PF Es) -  all
groups of interest. (% Im p . =  p ercen tag e  o f  su b jects im proving ; N .P ro f. =  N o n -p ro fessio n al) (F o r  details  
see A 1 8 : tables A 1 8 .1 6 - 1 7 ;  2 4 -2 5  and C 9 .2 :  tab les C 9 .2 .5 9 - 8 5 ) .
Coping
strategy Stage All M F
1 6 -
3 5
3 6 -
6 4 +
M
3 6 -
6 4 +
F
3 6 -
6 4 +
P r o f . N .P r o f M .P r o f F .P r o f
Palliative
response
P P  E s .12 .10 .12 .14 .11 .16 .10 .09 .18 .00 .12
% I m p . 52.8 55.2 52.0 60.0 50.0 56.7 47.4 46.7 67.6 38.1 49.3
N 127 29 98 25 102 26 76 90 37 21 69
P F  E s .26 .37 .22 .24 .26 .31 .24 .29 .15 .39 .25
% I m p . 51.0 66.7 45.9 42.9 50.0 63.6 45.2 53.8 40.0 70.0 48.3
N 49 12 37 7 42 11 31 39 10 10 29
Table 9.4.3 Percentage changed (Clinically significant and reliable change) for 
Coping strategy -  ‘Palliative’ response
Change CSF
andtc C.S.only RConly Nochange Deteriorated
Coping strategy Group No % No % No % No % No %
Palliative
response
Post-
Treatm ent
All 9 21.4 5 11.9 16 38.1 9 21.4 3 7.1
Male 1 12.5 1 12.5 4 33.3 2 16.7 0 0
Female 8 23.5 4 11.8 12 35.3 7 20.6 3 8.8
Follow-up
All 7 43.8 4 25.0 2 12.5 3 18.8 0 0
Male 1 33.3 2 66.7 0 0 0 0 0 0
Female 6 46.2 2 15.4 2 15.4 3 23.1 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results:
N.B: for all subjects (127 -29 males and 98 females) who had pre-treatment scores for coping strategy 
‘Palliative’ response; 88 (69.3% - 72.4% of the males and 68.4% of the females} came to the counselling 
with levels for ‘Palliative ’ response which were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for ‘Palliative ’ response 33 (67.33% of total at the follow­
up stage - 75.0% of the males and 64.9%> of the females) came to the counselling with levels for ‘Palliative’ 
response that were not significantly different from the baseline norm.
9.4.1 Palliative response -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Palliative’ response rose to stage 3 
but had dropped again to the pre-treatment level by stage 4, though from table 9.4.1 it can 
be seen that the initial mean for ‘Palliative’ response was not significantly different from 
the baseline mean at any stage of the study. The mean for the post-treatment though not 
that at follow-up, was significantly different from the pre-treatment mean. The difference 
between post-treatment and follow-up was just about significant for all the subjects 
together.
Table 9.4.2 shows the mean effect sizes for measuring the strength of the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 52.8% of all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .12 to .26 
and the percentage improving dropped to 51.0%.
Thus for all the subjects there was a mean improvement in ‘Palliative’ response scores 
between pre- and post-treatment, but this dropped to the pre-treatment level by stage 4, 
though the means at all stages were not significantly different from the baseline norm and 
the changes as measured by the effect sizes were not high.
For the age groupings, the 36-64 year olds came with a mean level for this coping strategy 
which was significantly different from the baseline mean but by stage 3 this difference was 
no longer significant and the change between stages 2 and 3 was also significant but not 
between stages 2 and 4. The age group 16-35 started with a mean at stage 2 that was not 
significantly different from the baseline norm.
The professionals group also came with mean levels for ‘Palliative’ response that was not 
significantly different from the baseline norm, and the effect sizes for the change for the
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group at stages 3 and 4 were very low. The same applied to the non-professional group 
whose mean at the pre-treatment stage was significantly different from the baseline norm, 
but at stages 3 and 4 the means were not significantly different from that norm.
9.4.2 Palliative response -  gender
From table 9.2 it can be seen that the mean for ‘Palliative’ response for the males rose from 
stage 2 to stage 3 and then dropped to stage 4, though at no time was the mean 
significantly higher than the baseline norm and while the change between stage 2 and 3 
was significant this was not so between stage 2 and 4. This was fairly similar to that for 
the females as a whole where the mean level for ‘Palliative’ response was never 
significantly different from the baseline norm and the changes between each stage were 
also not significant.
Table 9.4.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 55.2% of the males improved and that there was a 
very low mean effect size of .10 by stage 3, but this rose to an effect size of .37 stage 4 
(with 66.7% having improved at this stage). For the females, the pattern was fairly similar 
in that at stage 3 -  52.0% had improved and the mean effect size was .12, by stage 4 the 
proportion who had improved dropped to 45.9% though the mean effect size had risen 
slightly to .22.
Table 9.4.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
very much lower than the females at stage 3 of the study i.e. at the post treatment stage 
(12.5% compared with 23.5%); but by the follow-up stage the percentage of males 
achieving this rose as did the proportion of females (33.3% and 46.2% respectively). 
Further, 8.8% of the females deteriorated by stage 3, compared with no males, but by stage 
4, none of the subjects had deteriorated.
From table 9.4.1 concerning the sub-groups of males and females in the age group 36-64+ 
and in the professional group, it is seen that these groups of males and females followed a 
similar pattern of responses as with the genders as a whole. This applied to the 
significances of the changes and the relative mean effect sizes. There was also no
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significant difference between the genders or any of the other groups compared with each 
other, other than of the 16-35 year olds who produced a significantly higher mean at stage 
3 as compared with the 36-64+ year olds, but this difference disappeared by stage 4 of the 
study, (for above details - see appendix A18: tables A18.16-17 and 24-27 and appendix 
C9.2).
9.5 Coping strategy - Social support
Table 9.5.1 Showing where there was significant change between stages for the 
various groups examined ( /  = p < .0 0 1 ;  * =  p < .0 1 ;  +  =  p < .0 5 ;  -  =  no s ig n ifican t d ifferen ce) (s ta g e  1 =  
b aselin e m easu re ; s tag e  2  =  p re-trea tm en t; s tag e  3  =  p o st-trea tm en t and stag e  4  =  fo llo w -u p ). (F o r  details see  
A 1 8 : tab le  A 1 8 .3 0  and C 9 .3 : tables C 9 .3 .1 - 6 3 ) .
Coping
strategy
Comp.
with Stage All M F 16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Social
support
Stage 1
2 ✓ - ✓ =✓ ✓ - ✓ ✓ ✓ - ✓
3 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ S ✓
4 ✓ 4* ✓ * ✓ + ✓ ✓ - - ■ /
Stage 2 3 ✓ 4~ - - =</ =✓ + ✓ - =✓ -4 + ✓ - + - - - + - - -
Stage 3 4 - * - - - - - - - - -
Table 9.5.2 Mean effect sizes for change between pre- and post-treatm ent (stages 2 
and 3) (PP Es) and between pre-treatm ent and follow-up (stages 2 and 4) (PF Es) -  all
groups of interest. (% Im p . =  p e rce n ta g e  o f  su b jects im p rovin g ; N .P ro f. =  N o n -p ro fessio n al) (F o r  details  
see  A 1 8 : tables A 1 8 .1 6 - 1 7 ;  2 8 - 2 9  and C 9 .3 : tables C 9 .3 .6 4 - 9 1 ) .
Coping
strategy Stage All M F
1 6 -
3 5
3 6 -
6 4 +
M
3 6 -
6 4 +
F
3 6 -
6 4 +
P r o f . N .P r o f M .P r o f F .P r o f
Social
support
P P  E s .27 .64 .16 .09 .31 .67 .19 .32 .32 .55 .25
% I m p . 57.9 75.9 52.6 56.0 58.4 76.9 52.0 60.0 52.8 71.4 56.5
N 126 29 97 25 101 26 75 90 36 21 69
P F  E s .29 .56 .20 .36 .28 .58 .17 .31 .22 .58 .22
% I m p . 61.2 66.7 56.8 57.1 61.9 72.7 58.1 61.5 60.0 70.0 58.6
N 49 12 37 7 42 11 31 39 10 10 29
1 8 6
Table 9.5.3 Percentage changed (Clinically significant and reliable change) for
Coping strategy -  ‘Social support’
Change CSF
and
1C
c.s.
only
RC
only
No
change Deteriorated
Coping strategy Group No % No % No % No % No %
Social
Post-
Treatment
All 5 13.9 4 11.1 22 61.1 4 11.1 1 2.8Male 2 16.7 2 16.7 6 50.0 2 16.7 0 0
Female 3 12.5 2 8.3 16 66.7 2 8.3 1 4.2
support All 3 23.1 1 7.7 9 69.2 0 0 0 0
Follow-up Male 1 33.3 0 0 2 66.7 0 0 0 0
Female 2 20.0 1 10.0 7 70.0 0 0 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (125 -29 males and 96 females) who had pre-treatment scores for coping strategy 
‘Social support’; 90 (72.0% - 58.6% of the males and 76.0% of the females} came to the counselling with 
levels for ‘Social support' which were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for ‘Social support’ 36 (73.0% of total at the follow-up 
stage -75.0% of the males and73.0% of the females) came to the counselling with levels for ‘Social support’ 
that were not significantly different from the baseline norm.
9.5.1 Social support -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Social support’ rose to stage 3 but 
had dropped slightly by stage 4. However, as can be seen from table 9.5.1 the initial mean 
for ‘Social support’ was significantly higher than the baseline mean at the pre-treatment 
stage and it continued to rise through the stages of the study making the resulting means 
even more significantly higher than the baseline mean. The means at the post-treatment 
stage and at the follow-up stage were significantly different from the pre-treatment mean. 
The difference between post-treatment and follow-up was not significant for all the 
subjects together.
Table 9.5.2 shows the mean effect sizes for measuring the strength of the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 57.9% of all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .27 to .29 
and the percentage improving rose to 61.2%.
Thus for all the subjects there was a mean improvement in ‘Social support’ scores between
pre- and post-treatment, and this dropped slightly by stage 4, and the changes as measured
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by the effect size was not high. However, what was more noticeable was that the mean 
scores for this coping strategy continued to grow as a result of treatment but that the mean 
started significantly higher than the norm and continued to be so.
This applied to all the main groups, 16-35 and 35-64+ year olds, and the professional and 
non- professional groups. The only main difference was that the changes between stage 2 
and stages 3 and 4 were not significant for the non-professionals.
There was no significant difference between the groups of 16-35 and 36-64+ year olds, nor 
between the professionals and non-professionals in their use of this coping strategy.
9.5.2 Social support -  gender
From table 9.2 it can be seen that the mean for ‘Social support’ for the males rose from 
stage 2 to stage 3 and then dropped slightly to stage 4, but in contrast with the subjects as a 
whole and the females, the mean for the males was not significantly different from the 
baseline norm at the beginning of the study but by stage 3 and 4 it rose for this group to be 
significantly higher than the baseline norm. The difference for the females was that at the 
pre-treatment stage the mean was significantly higher than the baseline mean and that the 
mean continued to rise and remained significantly higher than the baseline mean through 
all the stages of the study. Further, at stage 2 (pre-treatment) the mean for the females was 
significantly higher than that of the males, but at stages 3 and 4 the differences were not 
significant.
Table 9.5.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 75.9% of the males improved and that there was a 
higher than average mean effect size of .64 by stage 3, and though this dropped slight by 
stage 4, it was still above average at .56 (with 66.7% having improved at this stage). For 
the females, there was little change as shown by the low effect size of .16 at stage 3 and .20 
at stage 4 and the percentage improving was 52.6% at stage 3 rising slightly to stage 4 to 
56.8%.
Table 9.5.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
higher than the females at stage 3 of the study i.e. at the post treatment stage (16.7%
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compared with 12.5%). By the follow-up stage the percentage of males achieving this rose 
considerably compared with the females who proportion also rose (33.3% and 20.0% 
respectively). Further, 4.2% of the females deteriorated by stage 3, compared with none of 
the males but by stage 4, none of the subjects had deteriorated in their mean score for 
‘Social support’.
From table 9.5.1 concerning the sub-groups of males and females in the age group 36-64+ 
and in the professional group, it is seen firstly that the males in the groups followed the 
same patterns as for the males as a group, the only difference was that the change between 
stage 2 and stage 4 was not significant for the professional males. The female groups also 
followed a similar pattern to that of the females as a group, but here the exception was the 
36-64+ year old females for whom the change between stages 2 and 4 was not significant. 
With respect to the measure of change i.e. the mean effect sizes, the gender sub-groups 
followed similar patterns to that of the genders as groups themselves. However, only all of 
the male groups produced above average effect sizes at both stages 3 and 4, (for above 
details - see appendix A18: tables A18.16-17 and 28-30 and appendix C9.3).
9.6 Coping strategy - Depressive response
Table 9.6.1 Showing where there was significant change between stages for the 
various groups examined. { /  =  p < .0 0 1 ;  *  =  p < .  0 1 ;  +  =  p < .0 5 ;  -  =  no s ig n ifican t d ifferen ce) (stage  1 
=  baselin e m e a su re ; s tag e  2  =  p re -trea tm en t; s tag e  3 =  p o st-trea tm en t and stag e  4  =  fo llo w -u p ). (F o r  details  
see A 1 8 : table A 1 8 .3 4  and C 9 .4 : tables C 9 .4 .1 - 6 4 )
Copingstrategy Comp.with Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Depressive
response
Stage 1
2 ✓ V S S v'
3 - * - - +
4 - - - - - - - - - - -
Stage 2 3 =✓ - * v' - * ✓4 v' - * + - v' v' + - ✓
Stage 3 4 + - * + - - - - - - -
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Table 9.6.2 Mean effect sizes for change between pre- and post-treatment (stages 2
and 3) (PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all
groups of interest. (%Imp. = percentage of subjects improving; N. Prof. = Non-professional) (For details
see  A 1 8 : tab les A 1 8 .1 8 -1 9 ; 2 4 -2 5  and C 9 .4 : tab les C 9 .4 .6 5 - 9 1 )
Coping
strategy Stage All M F
1 6 -
3 5
3 6 -
6 4 +
M
3 6 -
6 4 +
F
3 6 -
6 4 +
P r o f . N .P r o f M .P r o f F .P r o f
Depressive
response
P P  E s .27 .47 .21 .22 .28 .48 .21 .29 .22 .40 .25
% I m p . 59.5 65.5 57.7 52.0 61.4 65.4 60.0 63.3 50.0 71.4 60.9
N 126 29 97 25 101 26 75 90 36 21 69
P F  E s .44 .73 .34 .44 .44 .75 .32 .47 .31 .68 .40
% I m p . 63.3 75.0 56.8 42.9 66.7 81.8 61.3 64.1 50.0 70.0 48.6
N  I 49 12 37 7 42 11 31 39 10 10 29
Table 9.6.3 Percentage changed (Clinically significant and reliable change) for 
Coping strategy -  ‘Depressive’ response
Change CSF
and
iC
C.S.
only
RC
only
No
change Deteriorated
Coping strategy Group No % No % No % No % No %
Depressive
response
Post-
Treatment
All 10 18.9 13 24.5 7 13.2 21 39.6 2 3.8
Male 3 23.1 2 15.4 3 23.1 5 38.5 0 0
Female 7 17.5 11 27.5 4 10.0 16 40.0 2 5.0
Follow-up
All 6 28.6 4 19.0 7 33.3 4 19.0 0 0
Male 2 22.2 1 11.1 3 33.3 3 33.3 0 0
Female 4 33.3 3 25.0 4 33.3 1 8.3 0 0
(percentage in bold; see table 7.3,3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (126 -29 males and 97 females) who had pre-treatment scores for coping strategy 
'Depressive ’ response; 75 (59.5% - 55.2% of the males and 60.8% of the females} came to the counselling 
with levels for ‘Depressive ’ response which were not significantly different from the baseline norm.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for ‘Depressive’ response 28 (57.1% of total at the 
follow-up stage - 25.0% of the males and 67.6%> of the females) came to the counselling with levels for 
‘Depressive ’ response that were not significantly different from the baseline norm.
9.6.1 Depressive response -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Depressive’ response dropped 
through the stages 3 and 4 of the study for all the subjects together. From table 9.6.1 the 
initial mean for ‘Depressive’ response was significantly higher than the baseline mean at
the pre-treatment stage and it continued to be so at stage 3 but by stage 4 the mean had
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dropped to a point where it was no longer significantly higher than the baseline norm. The 
mean at the post-treatment stage and at the follow-up stage, was significantly different 
from the pre-treatment mean. The difference between post-treatment and follow-up was 
also significant for all the subjects together.
Table 9.6.2 shows the mean effect sizes for measuring the strength of the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 59.5% of all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .27 to .44 
and the percentage improving rose to 63.3%.
Thus for all the subjects there was a mean improvement in ‘Depressive’ response scores 
between pre- and post-treatment, and this continued to the follow-up stage (stage 4) but the 
change for all the subjects together as measured by the effect size was not high. However, 
what was more noticeable was that the mean scores for this coping strategy continued to 
drop as a result of treatment through all the stages.
This applied to the sub-groups, 16-35 year olds and the non-professionals. For the 36-64+ 
year olds and the professionals, while the mean score levels for this coping strategy 
dropped through the stages of the study, at stage 4 the means for these latter two groups 
was still just significantly higher than the baseline nonn. But the change at least by stage 4 
for all the sub-group was significant from stage 2.
There was no significant difference between the groups 16-35 and 36-64+ year olds, nor 
between the professionals and non-professionals in their use of this coping strategy.
9.6.2 Depressive response -  gender
From table 9.2 it can be seen that the mean for ‘Depressive’ response for the males 
dropped sharply from stage 2 to stage 3 and then rose again to stage 4, but in contrast with 
the subjects as a whole and the females, the mean for the males was not significantly 
different from the baseline nonn already by stage 3 whereas for the females the drop at 
stage 3 was not great as compared with the males, so it was not until stage 4 that the mean 
had dropped sufficiently that it was no longer significantly higher than the baseline norm. 
The rise at stage 4 meant that while the change for the males at stage 3 was significant, the 
change at stage 4 was not. For the females the change was significant at both stages.
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Table 9.6.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 65.5% of the males improved and the mean effect 
size was .47 by stage 3, but this rose to above average of .73 at stage 4, (with 75.0% having 
improved at this stage). For the females, there was little change as shown by the low 
effect size of .21 at stage 3 and at stage 4 this rose slightly to .34 and the percentage 
improving was 57.7% at stage 3 dropping slightly to stage 4 to 56.8%.
Table 9.6.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
higher than the females at stage 3 of the study i.e. at the post treatment stage (23.1% 
compared with 17.5%); but by the follow-up stage the percentage of males achieving this 
dropped slightly compared with the females who proportion rose (22.2% and 33.3% 
respectively). Further, 5.0% of the females deteriorated by stage 3, compared with none of 
the males but by stage 4, none of the subjects had deteriorated in their mean score for 
‘Depressive’ response.
From table 9.6.1 concerning the sub-groups of males and females in the age group 36-64+ 
and in the professional group. The mean for this coping strategy for the males in the age 
group 36-64+ dropped at stage 3 such that it was no longer significantly higher than the 
baseline norm but then it rose again such that is was again significantly different from the 
baseline norm. For the male professionals the means at all the stages remained 
significantly higher than the baseline norm. Further for both sub-groups of males the 
change between stage 2 and 3 was significant for both groups, the change between stage 2 
and 4 were not significant. The females in each of the sub-groups performed in a similar 
way to that of the females as a whole group. The only difference was that for the 36-64+ 
year old females the change between stage 3 and 4 was not significant. The only 
significant difference between subgroups was when the two professional status groups 
were compared. Here it was found that at stage 3 the professional males produced 
significantly higher mean scores for ‘Depressive’ response than the non-professional males 
(for above details - see appendix A18: tables A18.31-34 and appendix C9.4).
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Table 9.7.1 Showing where there was significant change between stages for the 
various groups examined. { /  = p < .0 0 1 ;  *  =  p < .0 1 ;  +  =  p < .0 5 ;  -  =  no sign ifican t d ifferen ce) (s ta g e  1 =  
b aselin e m easu re ; s tag e  2  =  p re -tre a tm e n t; stage  3 =  p o st-trea tm en t and stag e  4  =  fo llo w -u p ). (F o r  details see  
A 1 8 : table A 1 8 .3 7  and C 9 .5 :  tab les C 9 .5 .1 - 6 6 ) .
9.7 Coping strategy - Emotive response
Copingstrategy Comp.with Stage All M F 16-35 36-64+
M36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Stage 1
2 + - + ✓ - - - ✓ - - ✓
3 * - - y * - - + + + - +
Emotive
response
4 - - - - - - - - - - -
Stage 2 3 ✓ - ✓ - ✓ - ✓ - y - -4 ✓ - ✓ - y - - * - -
Stage 3 4 - -
Table 9.7.2 Mean effect sizes for change between pre- and post-treatm ent (stages 2 
and 3) (PP Es) and between pre-treatm ent and follow-up (stages 2 and 4) (PF Es) -  all
groups of interest. (% Im p . =  p e rce n ta g e  o f  su bjects im p rovin g ; N .P ro f. =  N o n -p ro fessio n al) (F o r  details  
see  A 1 8 : tables A 1 8 .3 1 - 3 2 ;  3 5 -3 6  and C 9 .5 :  tables C 9 .5 .6 7 -9 3 ) .
Coping
strategy Stage All M F
16-
35
36-
64+
M
36-
64+
F
36-
64+
Prof. N.Prof M.Prof F.Prof
Emotive
response
PP Es .12 .01 .16 .18 .11 -.05 .16 .22 -.12 .16 .24
%Imp. 41.4 53.6 50.8 44.0 52.5 42,3 56.0 57.8 33.3 52.4 59.4
N 126 29 97 25 101 26 75 90 36 21 69
PF Es .27 .28 .27 .39 .25 .33 .23 .36 -.06 .46 .34
%lmp. 50.0 43.2 44.9 42.9 45.2 54.5 41.9 48.7 30.0 60.0 44.8
N 49 12 37 7 42 11 31 39 10 10 29
Table 9.7.3 Percentage changed (Clinically significant and reliable change) for 
Coping strategy -  ‘Emotive’ response
Change CSF
and
1C
C.S.
only
RC
only
No
change Deteriorated
Coping strategy Group No % No % No % No % No %
Emotive
response
Post-
Treatm ent
All 10 30.3 3 9.1 4 12.1 16 48.5 0 0
Male 3 50.0 1 16.7 0 0 2 33.3 0 0
Female 7 42.2 2 11.8 4 23.5 4 23.5 0 0
Follow-up
All 6 25.0 2 8.3 6 25.0 9 37.5 1 4.2
Male 2 33.3 0 0 1 16.7 3 50.0 0 0
Female 4 22.2 2 11.1 5 27.8 6 33.3 1 5.6
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
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Post- treatment results:
N.B: for all subjects (125 -29 males and 96 females) who had pre-treatment scores for coping strategy 
‘Emotive’ response; 92 (73.6% -79.3% of the males and 71.9% of the females} came to the counselling with 
levels for ‘Emotive ’ response which were not significantly different from the baseline noinn.
Follow-up results:
N.B: for all subjects who had pre-treatment scores for ‘Emotive ’ response 26 (53.1% of total at the follow-up 
stage - 50.0% of the males and 54.1%) of the females) came to the counselling with levels for ‘Emotive’ 
response that were not significantly different from the baseline norm.
9.7.1 Emotive response -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Emotive’ response dropped through 
the stages 3 and 4 of the study for all the subjects together. From table 9.7.1 the initial 
mean for ‘Emotive’ response was significantly higher than the baseline mean at the pre­
treatment stage and it continued to be so at stage 3 but by stage 4 the mean had dropped to 
a point where it was no longer significantly higher than the baseline norm. The means at 
the post-treatment and follow-up stages were significantly different from the pre-treatment 
mean. The difference between post-treatment and follow-up was not significant for all the 
subjects together.
Table 9.7.2 shows the mean effect sizes for measuring the strength o f the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 41.4% of all subjects there was a 
positive effect size by stage 3. The mean effect size changed at follow-up from .12 to .27 
and the percentage improving rose to 50.0%.
The above applied to the sub-groups, 16-35; 35-64+ year olds and the professional group. 
The non-professionals came to counselling with levels for this strategy which was not 
significantly different from the baseline norm at stage 2, but by stage 3 it was significantly 
different but then returned to the pre-treatment state by stage 4. For most of the above 
groups the changes between stage 2 and stages 3 and 4 were significant, except for the 
professionals where the change between stages 2 and 4 were not significant and for the lb- 
35 year old groups where the changes between any of the stages were not significant.
There was also a significant difference between the groups 16-35 and 36-64+ year olds, at
stage 3 of the study where the 16-35 year old group’s mean was significantly higher than
that of the 36-64+ year old group. There was no significant difference between the
professionals and non-professionals in their use of this coping strategy.
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9.7.2 Emotive response -  gender
From table 9.2 it can be seen that the mean for ‘Emotive’ response for the males dropped 
slightly from stage 2 to stage 3 and then rose again to a level that was higher than the pre­
treatment mean by stage 4, but in contrast with the subjects as a whole and the females, the 
mean for the males was not significantly different from the baseline norm at any stage of 
the study and there was no significant change between stage 2 and stage 3 and 4 for the 
males. This applied also to the two male sub-groups examine i.e. the 36-64+ year olds and 
the professional group. The results for the females as a group and the female sub-groups 
mirrored the results for the group as a whole.
Table 9.7.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 53.6% of the males improved but the mean effect size 
for the change was very low at .01 by stage 3, and this rose slightly to .28 at stage 4, (with 
43.2% having improved at this stage). For the females, there was little change as shown 
by the low effect size of .16 at stage 3 and at stage 4 this rose slightly to .27 and the 
percentage improving was 50.8% at stage 3 dropping slightly to stage 4 to 44.9%.
Table 9.7.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
higher than the females at stage 3 of the study i.e. at the post treatment stage (50.0% 
compared with 42.2%); and by the follow-up stage the percentage of males achieving this 
dropped slightly to 33.3% but was still higher than the percentage of females achieve this 
at this stage (22.2%). Further, none of the subjects deteriorated by stage 3, but by stage 4, 
still none of the males had deteriorated in their mean score for ‘Emotive’ response but 
5.6% of the females had (for above details - see appendix A18: tables A18.31-32 and 35- 
37 and appendix C9.5).
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Table 9.8.1 Showing where there was significant change between stages for the 
various groups examined. { /  = p < .0 0 1 ;  * = p <  0 1 ;  +  = p < .0 5 ;  -  = no sign ifican t d ifferen ce) (s ta g e  1 
=  b aselin e  m e a su re ; stage 2  =  p re-trea tm en t; stage  3 =  p o st-trea tm en t and stag e  4  =  fo llo w -u p ). (F o r  details  
see  A 1 8 : tab le  A 1 8 .4 0  and C 9 .6 : tab les C 9 .5 .1 -7 0 ) .
9.8 Coping strategy - Passive response
Copingstrategy Comp.with Stage All M F 16-35 36-64+
M
36-64+
F36-64+ Prof. N.Prof M.Prof F.Prof
Passive
response
Stage 1
2 * - + + - + + =v^ -
3 + - - + - - - - - * -
4 - - - - - - - - - - -
Stage 2 3 - - - - - - - - - - -4 + - + - - - - - + - -
Stage 3 4 - - + - - - - - - - -
Table 9.8.2 Mean effect sizes for change between pre- and post-treatm ent (stages 2 
and 3) (PP Es) and between pre-treatment and follow-up (stages 2 and 4) (PF Es) -  all 
groups of interest. (% Im p . =  p ercen tag e  o f  subjects im p rovin g ; N .P ro f. =  N o n -p ro fessio n al) (F o r  details  
see A 1 8 : tab les A 1 8 .3 1 - 3 2 ;  3 8 -4 0  and C 9 .6 :  tables C 9 .6 .7 1 - 9 7 ) .
Coping
strategy Stage All M F
1 6 -
3 5
3 6 -
6 4 +
M
3 6 -
6 4 +
F
3 6 -
6 4 +
P r o f . N .P r o f M .P r o f F .P r o f
Passive
response
P P  E s .04 .10 .02 -.09 .07 .18 .03 -.05 .25 -.22 .00
% I m p . 42.1 41.4 42.3 36.0 43.6 42.7 42.7 38.9 50.0 23.8 43.5
N 126 29 97 25 26 75 75 90 36 21 69
P F  E s -.02 -.10 .01 .37 -.05 -.09 .09 -.16 .55 -.09 -.19
% I m p . 40.8 50.0 37.8 42.9 54.5 35.5 35.5 35.9 60.0 50.0 31.0
N 49 12 37 7 11 31 31 39 10 10 29
Table 9.8.3: Percentage changed (Clinically significant and reliable change) for 
Coping strategy -  ‘Passive’ response
Change CS and RC
C.S.
only
RC
only
No
change Deteriorated
Coping strategy Group No % No % No % No % No %
Passive
Response
Post-
Treatm ent
All 12 30.0 7 17.5 6 15.0 15 37.5 0 0
Male 4 33.3 3 25.0 0 0 5 41.7 0 0
Female 8 28.6 4 14.3 6 21.4 10 35.7 0 0
Follow-up
All 4 28.6 1 7.1 6 42.9 3 21.4 0 0
Male 1 20.0 0 0 1 20.0 3 60.0 0 0
Female 3 33.3 1 11.1 5 55.6 0 0 0 0
(percentage in bold; see table 7.3.3 for detail explanation concerning column data above)
Post- treatment results:
N.B: for all subjects (126 -29 males and 97 females) who had pre-treatment scores for coping strategy 
‘Passive’ response; 86 (68.3% - 58.6% of the males and 71.1% of the females} came to the counselling with 
levels for Passive ’ response which were not significantly different from the baseline noun.
Follow-up results:
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N.B: for all subjects who had pre-treatment scores for ‘Passive ’ response 35 (71.4% of total at the follow-up 
stage - 58.3% of the males and 75.7% of the females) came to the counselling with levels for ‘Passive ’ 
response that were not significantly different from the baseline norm.
9.8.1 Passive response -  all subjects
From table 9.2 it can be seen that the mean scores for ‘Passive’ response dropped through 
the stages 3 and 4 of the study for all the subjects together. From table 9.8.1 the initial 
mean for ‘Passive’ response was significantly higher than the baseline mean at the pre­
treatment stage and it continued to be so at stage 3 but by stage 4 the mean had dropped to 
a point where it was no longer significantly higher than the baseline norm. The mean at 
the post-treatment stage was not significantly different from the pre-treatment mean but by 
stage 4 it was. The difference between post-treatment and follow-up was not significant 
for all the subjects together.
Table 9.8.2 shows the mean effect sizes for measuring the strength of the change between 
the pre- and post means and pre- and follow-up means for all subjects and the percentage 
who have improved. From this can be seen that for 42.1% of all subjects there was a 
positive effect size by stage 3. The mean effect sizes at stages 3 and 4 were very low.
The above applied to the sub-groups, 16-35 year olds and the professional group. For the 
36-64+ year olds and the non-professionals the mean score for ‘Passive’ response was no 
longer significantly higher than the baseline norm by stage 3. But for the other groups the 
changes between stage 2 and the stages 3 and 4 were not significant except for the non­
professionals and this only occurred for them between stages 2 and 4.
There was also a significant difference between the groups 16-35 and 36-64+ year olds, at 
stages 2 and 3 of the study where the 16-35 year old group’s mean was significantly higher 
than that of the 36-64+ year old group (p<.05). Also the professionals produce a 
significantly higher mean for this coping strategy at follow-up (stage 4) than the non­
professionals (p<.05 - 1-tailed) (see appendix C9.6: tables C9.6.39-40 and 63-64).
9.8.2 Passive response -  gender
From table 9.2 it can be seen that the mean for ‘Passive’ response for the males dropped
from stage 2 to stage 3 and then rose again by stage 4 but not to their pre-treatment state.
The mean for the males remained significantly higher than the baseline norm until stage 4
but the change between the stages was not significant. This was slightly different for the
sub-groups of males i.e. the 36-64+ and professional males in that not only were the mean
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levels for ‘Passive’ response consistently significantly different from the baseline norm 
throughout the study, but also the change between all the stages was not significant. The 
females, in contrast to the males, came at the pre-treatment stage with mean levels for this 
coping strategy that was not significantly different from the baseline mean and this 
remained the case through all the stages of the study. In fact by stage 4 the mean level for 
the females dropped to where the mean was even lower than the baseline norm, thus the 
changes between stages 2 and 4 and between stages 3 and 4, were significant. This was 
different for the sub-groups of females i.e. the 36-64+ and professional females where not 
only were the mean levels for this coping strategy not significantly from the baseline norm 
at any stage of the study but the changes between the stages were not significant either.
Table 9.8.2 shows the effect sizes for the magnitude of the change between the pre- and 
post means and pre- and follow-up means for the genders and the proportion who 
improved. From this can be seen that 41.4% of the males and 42.3% of the females 
improved at stage 3, by stage 4 the proportion of males improving had risen to 50.0% but 
for the females this had dropped to 37.8%. But the mean effect size for both genders at 
stages 3 and 4 were very low.
Table 9.8.3 gives the percentage of subjects who produced clinically significant and 
reliable change. The trends shown on an individual level were different from the findings 
at the group level as this proportion indicated those who produced significant change. Here 
the proportion of the males who produced clinically significant and reliable change was 
higher than the females at stage 3 of the study i.e. at the post treatment stage (33.3% 
compared with 28.6%); and by the follow-up stage the percentage of males achieving this 
dropped to 20.0% and the percentage for the females rose to 33.3%. Further, none of the 
subjects who were in the dysfunctional group for this coping strategy at the pre-treatment 
stage (stage 2) deteriorated at either stages 3 or 4 as a result of the counselling. When the 
genders were compared the males came to the counselling (at stage 2) with significantly 
higher levels for responding with this coping strategy than the females, and by stage 4 their 
levels were still significantly higher than the mean for the females at that stage (for above 
details - see appendix A18: tables A18.31-32 and 38-40 and appendix C9.6).
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9.9.1 Baseline ‘Well-being’ study
In the ‘Well-being’ study it was found that the male respondents would cope with stress 
with more ‘Rational actions’ than the females, whereas the women would used more 
‘Palliative’ methods of coping than the men, i.e. seek ways to alleviate the problem 
without dealing with it. Women would also used their ‘Social supports’ better than men, 
but the females would also tend to react with ‘Depressive’ or ‘Emotive’ responses, like 
taking it out on a partner/spouse, more often than the men, though the men showed they 
were more likely to react with ‘Passive’ responses than the women, i.e. have a drink and 
try to forget about it.
9.9.2 Comparison with Counselling Sample
This pattern of response was echoed in those coming for counselling, though those coming 
for counselling differed from the baseline sample population in some very clear ways. 
Both the males and females came, as might be expected, with considerably higher levels 
for ‘Depressive’ response than the baseline population. The females came with much 
higher levels for ‘Emotive’ response and the males with higher levels for ‘Passive’ 
response. However, one of the most interesting differences was that both the male and 
females who came for counselling scored means for use of ‘Social support’ as a coping 
strategy, which were significantly higher than the baseline mean. This might suggest that 
it may have been their ability to use this coping strategy i.e. being able to talk to someone 
about their problems, which allowed them to consider using and to use the counselling 
service.
9.9.3 Effectiveness of counselling
When examining the effectiveness of the counselling process there were also some 
variations in its effectiveness depending on the gender and coping strategy examined.
Rational actions
In the baseline ‘Well-being’ study, males showed that they would tend to respond using 
‘Rational actions’ more than the females. In the counselling sample the males came with 
significantly higher means than the females, at the pre-treatment stage. But this difference 
disappeared at the post-treatment and follow-up stages. In the counselling sample, all 
groups except the 36-64+ year old males, came with mean levels for this coping strategy 
which were significantly different from the baseline norm. Further, the 36-64+ year olds 
showed more significant change between stage 2 and stages 3 and 4 as compared with the
9.9 Summary - Coping strategies
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younger age group. But it was the younger age group of 16-35 year olds when compared 
with the 36-64+ year olds who produced an above average mean effect size.
But it would seem that those who benefited most from the counselling for this coping 
strategy were the females including the 36-64+ year old females and those in the 
professional group. But it was the males including those in the 36-64 year old and in the 
professional groups who achieved a higher than average mean effect size and the males 
also managed by the follow-up stage to increase the percentage who achieved clinically 
significant and reliable change as compared with the females where the percentage 
achieving this dropped to nearly half of those achieving that at stage 3 of the study. 
However, while the males unusually continued to improve on their mean scores to the 
follow-up stage, at no time was the mean, for the males for this strategy, outside that of the 
baseline norm population, i.e. it was within one standard deviation of the norm. So while 
the counselling improved the levels of coping for ‘Rational action’ for all subjects, the 
females seemed to have gained significantly more as a group as the males’ mean level at 
stage 2 was significantly higher than that of the females and was not significantly different 
from the baseline norm, but it would seem that the female’s gain after treatment brought 
their mean response levels to that of the males and within the normative population.
Palliative responses
In the baseline ‘Well-being’ study, females showed that they would tend to respond using 
‘Palliative’ response more than the males e.g. using a hobby or pastimes. In the 
counselling sample, all groups (other than the 36-64+ years old as a group; the 36-64+ 
females and the non-professionals) came with mean levels for this coping strategy which 
were not significantly different from the baseline norm. The groups that were the 
exceptions, changed at stage 3, as a result of the counselling, to levels which were not 
significantly different from the baseline norm. For the counselling group though the 
females came with a mean score that was higher than the males, the difference was not 
significant. This is in contrast to the results from stage 1 where the females scored a mean 
that was significantly higher than the males for this coping strategy. Thus in summary, the 
counselling treatment had little effect on this coping strategy for any of the groups as, with 
the exceptions of the 36-64+ year olds, including the females of this group and the non­
professional, most of the groups’ mean scores for this coping strategy were not 
significantly different from the baseline norm at any stage of the study. Further the only 
significant differences between groups for ‘Palliative’ response, were that all the subjects
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together and the females in the 16-35 age group scored significantly higher means at the 
post-treatment stage than those in the 36-64+ age group.
Social supports
In the baseline ‘Well-being’ study, females showed that they would tend to respond using 
‘Social support’ e.g. using friends and social interaction, more than the males to cope with 
their stress. For the counselling sample, there was also a significant difference between the 
genders with respect to their means for the use of ‘Social support’ at the pre-treatment 
stage, with the females coming with a significantly higher mean score than the males, but 
this difference disappeared at post-treatment and follow-up stages. Within the counselling 
sample all groups other than the males separately or in each male group came with mean 
levels for this coping strategy which were significantly higher than the baseline norm. For 
the counselling group as a whole and for the genders examined separately the levels of use 
of this coping strategy improved as a result of the counselling in that having started higher 
than the baseline mean they continued to score means even higher than the baseline mean 
through all the stages of the study. Thus the counselling treatment had a strong positive 
effect on the subjects in that the levels for this coping strategy rose for the most part 
through out the study, with the males benefiting most as they came with a level that was 
not significantly higher than the baseline mean and with a mean that was significantly 
lower than the females but by stage 3 the difference was not significant. Further, the 
concept of clinically significant change was not helpful for this coping strategy as it seems 
the counselling improved this response, but the subjects arrived for counselling with higher 
response means than the norm any case and with improvement the means remained 
significantly higher than the baseline mean putting the means, through out the study 
outside the ‘functional’ population (the working definition for calculating clinically 
significant change).
Depressive response
Within the baseline sample the males showed that they were less likely than the females to 
use ‘Depressive’ response as a coping strategy, an example of this would be to bottle up 
one’s feelings. However, this was not the case for the males coming for counselling who 
were significantly more depressed than the baseline sample. Though the males came with 
a higher mean than the females, the difference was not significant at the pre- or post­
treatment, or at the follow-up stages. There was also no significant difference between the 
genders in any sub-groups and the only significant difference was at stage 3 between the 
professional and non-professional males. The males seemed to have gained more
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consistently from the process of the counselling by the post-treatment stage than the 
females, though by the follow-up stage the males also consistently lost the benefits they 
had gained at the post-treatment stage. While the females, who came for counselling, also 
had very high levels for this coping strategy and they benefited a great deal from the 
counselling in not only changing this coping strategy to the level of the baseline population 
but were also able to sustain this change at least for 6 months. All groups came with mean 
levels for this coping strategy which were significantly much higher than the baseline 
norm. For the counselling group as a whole and for the genders examined separately the 
levels of use of this coping strategy improved as a result of the counselling at least to stage
3. But by stage 4 (six month follow-up stage) the mean level for the males dropped again 
but not to the pre-treatment levels and as the males started at a relative high mean then the 
effect size for the change was above average by that stage. But the females continued to 
improve further between stage 3 and 4 such that the change between stage 2 and stage 3 
and 4 continued to be significant.
The counselling treatment had a strong positive effect on the subjects in that the levels for 
this coping strategy dropped for the most part throughout the study, with the males 
benefiting most at stage 3, but the females showed more significant change between stage 
2 and both stages 3 and 4. The males as a group and within the sub-groups consistently 
showed above average mean effect sizes at stage 4. The percentage producing clinically 
significant changes at stage 3 was not very different between the genders but by stage 4 a 
higher percentage of females than males produced this. Thus the counselling was able to 
produce considerable benefit to those coming for counselling with respect to lowering the 
levels of coping with stress by way of responding with depression i.e. feeling powerless to 
do anything about one’s circumstances.
Emotive response
For the coping strategy of ‘Emotive’ response, in the baseline ‘Well-being’ study, males 
showed that they were less likely than the females to use ‘Emotive’ response, an example 
of this would be to shouting at colleagues, family, etc. For the counselling sample, all the 
subjects together and the females separately came with mean levels for this coping strategy 
which were significantly higher than the baseline norm. For all the subjects there was a 
mean improvement in ‘Emotive’ response scores between pre- and post-treatment, and this 
continued to the follow-up stage (stage 4) but the change for all the subjects together as 
measured by the effect size was not high. However, what was more noticeable was that the 
mean scores for this coping strategy continued to drop as a result of treatment through all
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the stages. The counselling treatment had a strong positive effect for this coping strategy 
on the females but not for the males whose mean response levels at any stage of the study 
was not significantly different from the baseline norm. However, for those who did come 
with levels that were significantly different from the baseline norm, a higher percentage of 
males compared with the females both at stage 3 and at stage 4 improved enough to 
produce clinically significant and reliable change. Also the proportions of males showing 
clinically significant and reliable change was high bearing in mind that just over 75% of 
the males came to counselling with response levels for this coping strategy that was not 
significantly different from the baseline norm so were excluded from this measure. Overall 
the differences in effect appear to be related to gender and not on sub-groupings, except for 
the 16-35 year olds where, like the males, the change between stages as a result of the 
counselling was not significant at any stage.
Passive response
With respect to ‘Passive’ response, the males in the baseline ‘Well-being’ study, showed 
that they were significantly more likely than the females to use this response as a coping 
strategy, an example of this would be to go to have a drink and hope the problem will go 
away. Counselling for the coping strategy of ‘Passive’ response seems to have had limited 
effect in producing a significant reduction or change in this group of subjects. Overall it 
seems that the males came with significantly higher mean scores for this coping strategy 
than the females and while this significant difference disappeared at post-treatment, the 
difference returned at the follow-up stage. Treatment for ‘Passive’ response was not very 
effective for any of the male groups. All the subjects together and the males separately 
came with mean levels for this coping strategy which were significantly higher than the 
baseline norm. For the females the mean response at any stage of the study was not 
significantly higher than the baseline norm. By stage 4 the mean for the females was in 
fact lower than the baseline norm. Only for the females at stage 4 was the change 
significant, but the change for all the groups as measure by the effect size was very small. 
The age group 16-35 came with significantly higher mean response levels for this coping 
strategy than the 36-64+ year olds and the professionals had significantly higher mean 
responses than the non-professionals at stage 4.
Overall, very few groups experience sufficient change for ‘Passive’ response, as a result of 
the counselling, to produce above average mean effect sizes. Thus the counselling for the 
coping strategy of ‘Passive’ response seems to have had limited effect in producing a 
significant reduction or change in this group of subjects.
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9.10 Conclusions
From the baseline sample it was found that men and women use different coping strategies 
to deal with stress. These results have shown that men use predominantly the more 
positive coping strategies of ‘Rational actions’ i.e. seeking solutions to their stress 
problems or ‘Passive’ responses i.e. cope passively by avoiding them hoping the problems 
will go away e.g. by drinking alcohol. Whereas women seem to opt for the use of more 
‘Palliative’ coping strategies e.g. using hobbies or pastimes, or using coping strategy of 
‘Social supports’ e.g. talking with friends etc., as positive coping strategies. But if they 
don’t use these they will tend to respond more than the men with ‘Depressive or Emotive’ 
response methods.
However, those coming for counselling, both the males and females were high in the use of 
‘Social supports’ and ‘Depressive’ responses. The latter is maybe not surprising, and the 
former was maybe why they thought to use counselling as a means of dealing with their 
stresses. Nevertheless, the effectiveness of the counselling process varied.
The females were helped to improve their skills in responding with ‘Rational actions’ and 
were able to sustain the change at follow-up. They were also able to reduce the level in 
which they responded with ‘Depressive, Emotive and Passive’ responses and were also 
able to sustain this change or improve on it by the 6 months follow-up. Counselling did 
not seem to help to produce any significant change for the females for using ‘Palliative’ 
response or ‘Social supports’, although they were already high on these two coping 
strategies, so maybe much change would not be expected.
In contrast, the males seemed to have been helped less by the counselling process in that 
the only coping strategy where improvement was found and which was sustained at 
follow-up was that of ‘Social support’. They were already higher than the norm for this 
strategy and were able still to benefit from the counselling in this. The males were also 
helped by counselling to lower their ‘Depressive and Passive’ responses but unfortunately 
this improvement did not seem to have been sustained at follow-up. The males were not 
helped to increase their ‘Rational action’, as perhaps they were already high on this 
strategy and there was little change in their level of coping using the ‘Emotive’ response, 
perhaps again because they were low in this response and not very different from the males 
in the baseline sample.
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Generally the changes were in line with the changes in levels o f work place stress, mental 
health and work and personal functioning, but what also became clear was that other 
variables, such as age, and professional status interacted with gender to give some varying 
results, particularly with respect to the effectiveness/efficacy o f the counselling. However, 
while the other demographic variables had some effect, the gender differences were much 
more of a controlling factor in the variability o f the effectiveness o f the counselling 
process.
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10. Discussion -  Whole study
The main concern or focus o f this study was to look at the effectiveness o f the brief 
therapy as offered through an employee assistance programme in producing change with 
respect stress reactions, mental health, work and personal functioning and coping 
strategies. For most counsellors, particularly in brief therapy, the main focus o f their work, 
as neopragmatic postmodernist practitioners, would be to facilitate in the clients changes in 
their coping strategies that would help them be more effective in coping with the stressors 
that they experience in their lives, and in the setting o f EAP work, the stress they 
experience from work and/or home or the interaction o f both. Within this focus, this study 
also aimed to look at a number o f demographic differences in the effectiveness o f the 
therapy, such as gender, age and professional status. It was hoped, in keeping with the 
concept o f the postmodernism where the practitioner develops his/her practice through 
evidence based practice o f psychology (EBPP), that by examining these factors, 
counsellors could learn to be more effective or focussed in promoting change and being 
able to examine with whom a certain focus was more effective. This, then, would be more 
informative to the counsellors in what would be the most efficient focus for the work with 
their clients. The relevant point here was that the aim o f the study was to allow for or to 
facilitate research informed practice (EBPP -  evidence based practice), as unfortunately, it 
is felt that much research into counselling and psychotherapy is so refined, and therefore 
controlled, in order to make it more scientific, following the modernist conceptual 
framework or goal o f seeking to find the ultimate basic laws governing all human 
behaviour, that the results become too devoid from the realities o f the therapy room and 
hence o f little help in improving or focussing practice. The neopragmatic postmodernist 
practitioner develops his/her own theory for practice using systematic integrative 
multimodal levels o f analyses as a direct result o f the failure o f the modernist philosophical 
view of particularly the psychological world o f the individual. Thus the modernist 
academic psychologist’s research offers little to the practitioner in its failure to provide 
much useful knowledge that will aid the practitioners in helping their clients to cope better 
with the world.
The study found that the effectiveness o f the counselling in changing the responses to the 
different variables examined varied depending on the gender, age and professional status, 
o f the subjects and the sub-variables within the work stress factors, mental health, work 
and personal functioning and coping strategies. The importance o f the examining coping 
strategies was that while work stress, mental health, work and personal functioning were
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symptoms o f difficulties with which the subjects might need help, the differences in coping 
strategies related to the behaviour which made these symptoms either worse or better.
To facilitate the discussion on the results and to be able to compare these with other 
findings, it was felt easier to discuss the issues under sub-grouped sections, which focussed 
first on the results for stage 1, the ‘Well-being’ study, the demographic responses to stage 
2 and then to examine the results for work stress, mental health, work and personal 
functioning and coping strategies. Then the result will be discussed for these variables first 
by looking at the sample as a whole and then under the sub-headings o f the various 
demographic groups that were examined so that the demographic differences and the 
implications o f these differences can be understood.
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10.1 Discussion of the baseline normative study (stage 1)
10.1.1 Introduction
The baseline normative study (stage 1) was set up in order to try to deal with the problems 
o f having control groups against which to measure the change process within the 
counselling study. It was felt that if the same tools were used with a random sample o f the 
population from which the counselling subjects were coming, then the results would at least 
act as a ‘yard stick’ against which to measure differences with respect to the counselling 
group o f subjects and to see how far they improved as measured by the movement towards 
the normative levels as measured by the baseline population. This study was perhaps a 
victim of its own success in that the response was large and thus provided a considerable 
amount o f data. However, this also provided excellent baseline normative data against 
which to compare the counselling sample. It also perhaps provided better comparative data 
than many other studies that drew conclusions from comparatively much smaller samples. 
More importantly it allowed for an examination o f the assumptions o f previous findings 
where generalised statements like ‘males experience more stress than females’ have been 
accepted without examining whether this was true for all males or only specific sub-groups 
o f males. This part o f the study looked at the variations found within a number o f sub­
groups mentioned in other research and examined whether previous findings were supported 
by the present study or not. The groups/subgroups examined were, gender, age and 
professional status. Unfortunately previous studies examining, for example gender/age, 
interactions were somewhat limited as was for example gender/professional status 
interactions. Hopefully this part o f the study has addressed some o f these issues. Further, it 
was important not to lose sight o f the raison d’etre o f the ‘Well-being’ study, the data has 
provided for more precise normative sample data allowing for comparisons to be made 
between the counselling sample and specific baseline data for particular groups.
There can also be questions about the validity o f some of the normative samples used in 
other studies, in that frequently university students would be used and one can ask how 
representative o f the general population can students be said to be. However, this baseline 
sample might also not be representative, in that it can only be said to be representative o f a 
local government work force, a main employer in a large county and cannot be said to 
represent work stress, for example in other areas o f Britain or from other types o f  
employers. What is perhaps unique about this study was that it was a large sample and the 
counselling group were from that same sample, so any comparison has to be as valid or 
perhaps more valid than other groups used for comparison. The fact o f being such a large
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sample also meant that considerable data was available. What became apparent was that 
stress at work was a complex issue with a number o f interrelated variables affecting the 
outcomes, producing, rarely, any simple linear relationships. This made it very difficult to 
present the data easily in a coherent simple way, thus it was decided to present the 
discussion o f the findings under the headings below.
10.1.2 G ender differences
According to Kiev and Kohn (1979) and Jick and Miz (1985), many studies which have 
examined stress at work, have used samples which have been statistically unsuitable to the 
investigation o f sex differences and hence they tend to group men and women together. Yet 
Beehr and Schuler (1980), and Ivancevich and Matteson (1980), viewed gender as a 
moderator between stressors and the responses, suggesting that the perceptions o f stress and 
the coping strategies used to deal with that stress were affected at least by the gender o f the 
subjects. These findings for stress amongst the large sample o f the work force within the 
organisation examined, tended to confirm this, in that overall the males experienced 
significantly more stress than the females, particularly for ‘Factors intrinsic to the job’; 
‘Career and achievement’; and ‘Organisational structure and climate’, though the ranking o f  
the various levels o f stress varied much in the same way for both groups. It is difficult to 
know what ‘Factors intrinsic to the job’ might mean to this set o f employees, but it will be 
around perhaps low value o f the work, low use o f skills, lack o f variety and repetitiveness, 
conflict o f demands, insufficient resources and workload (Kasl, 1992); all very 
characteristic o f many jobs within a local authority. The question that is not easy to answer 
is what makes this more difficult for the males as compared with the females? The answer 
to this may lie in the characteristics o f the males who produced this higher stress level. This 
will be discussed below. Further the males had significantly higher stress levels than the 
females for ‘Career and achievement’. This would be to do with, maybe, under or over 
promotion or frustration at having reached a career ceiling (Marshall, 1977). Similarly, 
what makes the males more vulnerable to stresses relating to the factor ‘Organisational 
structure and climate’? This possibly relates to role ambiguity, role conflict and role 
insufficiency rather than role overload or responsibility (Bhalla et al, 1991). The question 
here is what makes males more vulnerable to these factors than the females, is it issues o f  
life balance, social expectations or the career and pay structures, differences in status or 
role, within the organisation examined? Others suggest that men and women differ very 
little in their appraisal o f stressful events (Folkman and Lazarus, 1980; Karasek et al, 1981). 
This study does not appear to agree with this view. However, this view o f the findings 
could be seen differently when looking at the various sub-groups below.
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The exception to the apparent stress response differences, was that there was no difference 
in the level o f stress that both groups experienced with respect to ‘Home/work interface’. 
Maybe the finding that the males experienced more stress than the females is not such a 
surprise, though it is more interesting to note that the males struggled with the factor 
concerning ‘Home/work Interface’ as much as the females did. Clearly this was a critical 
issue for both and is supported by other research which suggests 56% o f respondents felt 
their jobs seriously interfered with their home lives (Canadian Mental Health Association -  
1984). Clearly, for both men and women the major concern was the difficulties with 
respect to the boundary between work and home, in fact at times work stress can spill over 
into home life (Bacharach et al, 1991; Burke, 1986), and vice versa. The idea that work 
and non-work activities do not interact in their psychological, physiological and health 
effects, have been described as the ‘myth o f separate worlds’ by Kanter (1977). Chronic 
stressful experiences at work may have a detrimental effect on family relationships and this 
may go undetected.(Gutek et al, 1988; Repetti, 1987; Repetti and Crosby, 1984; Voydanoff 
and Kelly, 1984). The issue o f work spilling over into home life can be subsumed under 
the issue o f work/life balance was clearly a major source o f stress to these subjects and 
remains so to the present for the population in Britain (The Mental Health Foundation, 
2002). The stress caused by the fact that jobs today are not for life and most families now 
have two earners, but worse the recent development o f the long working hours culture in 
Britain has progressively detrimental affects on family life and to the individuals, in one 
study 56% o f manager reported this to have a detrimental effects on physical health, 54% 
on their relationships with their children, 60% on their relationships and 46% said it 
undermined their productivity (Worrall et al, 2004). The effects o f these stress factors 
need to be noted by employers as the employees are the organisation’s single most 
expensive resource yet frequently they come second to role o f machines etc. To operate 
successfully in a competitive market with the best possible human resources they need to 
support, nurture and value their people. Fairhurst (2008) noted that the workplace has yet 
to become a truly employee centred place, he felt that too often the focus was more about 
getting things done as efficiently and effectively as possible, than caring about the 
workforce and this applied both to public and charities as it does to commercial firms. Yet 
it is said that when employees are engaged in utilising their natural talents, they provide an 
instant and constant competitive edge to the organisation (Coffman and Gonzalez-Molina, 
2002).
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The result o f much o f this work place stress is seen as the cause o f sickness. Workplace 
stress is seen as being responsible for more long-term sickness absence than any other core 
factor. Absence comes as a result o f increased workloads, longer working hours, lower 
moral, increased mistakes and accidents, culminating in reduced productivity (Kinder et al, 
2008). Rees and Cooper, (1990) found that sickness was not strongly related to stress and 
had a low correlation with mental health, though it did significantly correlate with job 
satisfaction. In this study even though the males suffered significantly more stress than the 
females, only the females’ stress correlated with ‘days off sick’. Pearlin and Schooler 
(1978) suggested that men more often possess better psychological attributes or employ 
more effective responses for controlling stress and women get sick and collapse more often 
than men (also Etzion and Pines, 1981). The part about women getting sick more often is 
supported by the findings, but the finding that the males were responding with significantly 
lower efficiency levels (lower ‘presenteeism’) than the females, does not seem to support 
the idea that men have more effective ways o f dealing with stress, just different ways. The 
males lowering o f ‘presenteeism’ supports the idea that stress effects decision making and 
general loss o f vitality/effectiveness (Quick and Quick, 1984). The levels o f presenteeism 
were perhaps reflected also in the Gallup study which showed that in the U.K 19% of 
employees were engaged in their work; 61% were not engaged and 20% actively 
disengaged (Brewer and Sanford, 2008; Fleming, 2008). That finding also indicated that 
many o f those who are actively disengaged were looking for work elsewhere. In 2004 it 
was been found that 48% of employers with more than 500 employees expect difficulty 
retaining their staff (CIPD October 2004 survey) and yet in 2003 the average cost o f 
recruitment per individual employee was £2,500 across all business sectors (CIPD 2004 
annual survey). But where the stress on the staff was not being taken in consideration, in 
this study the levels o f presenteeism for all and each o f the genders correlated significantly 
and negatively with all the stress factors, meaning as the stress went up the level o f 
reported efficiency/effectiveness went down. Overall, though, the above does underline 
that there are certain generalised gender differences in the experience or at least the 
responses to stress.
Another response to stress is the levels o f consumption o f alcohol. For the subjects as a 
whole, all stress factors correlated with the subjects’ weekly intake o f alcohol. 
Interestingly, though this applied mainly to the females. Whereas the only factor that 
correlated with increased weekly intake o f alcohol for the males was ‘Career and 
achievement’. Also presenteeism had a significant negative correlation with ‘weekly intake 
o f alcohol’ for all the subjects and particularly for the females, that is, as the levels o f
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working effectively/efficiently went down so the consumption o f alcohol went up -  was this 
cause or effect?
Looking at how males and females reacted under stress, overall it was seen that there were 
significant differences between the genders in their likelihood o f responding using the 
various coping strategies. Etzion and Pines (1981) noted that women tended to seek help 
and social support more effectively than men. In this study, the males were significantly 
more likely to respond to stress using ‘Rational action’ or ‘Passive’ responses whereas the 
females respondents would cope with stress more than the males using ‘Palliative’ response, 
‘Social support’, ‘Depressive and Emotive’ response. This last would support the idea that 
women report more symptoms o f emotional distress and depression than men (Rosenfield, 
1980; Haynes and Feinleth, 1980; Aneshenel et al, 1981; Cleary and Mechanic, 1983; 
Grove, 1979; Cooper and Davidson, 1982; Karasek et al, 1981; Levenson et al, 1983); and 
used social supports significantly more than the males (Etzion and Pines, 1981). The 
‘Passive’ response that the males were more likely to use, was to increase their consumption 
o f alcohol as their stress went up, whereas for the females their ‘weekly alcohol intake’ 
correlated with most o f the coping strategies other than ‘Rational action’ and ‘Palliative’ 
response. Johnson (1982) noted that men have higher rates o f problem drinking. Jick and 
Mitz (1985) suggested that there were clear differences between the genders in styles o f 
coping and this study shows that these differences were significant.
Overall the results confirmed the complexity o f the stress experience and the responses to it. 
Karasek (1979) suggested the possibility that the characteristics o f work stress may not have 
a linear association with the worker’s coping strategies/health and that there may be an 
interactive relationship involved. Lazarus (1966) and Lazarus and Folkman (1984) 
underlined the inter-relationship between the stress experienced by an individual and the 
coping strategies that the individual may have learnt to use to deal with that stress.
However, one o f the issues raised at the beginning of this report was the cost o f all this 
stress. In this study it was calculated that total number o f ‘days off sick’ for the sample was 
13,310 days a year. Based on this figure an extrapolation to the whole organisation (total 
work force = 17,614) would give a total o f lost working days to sickness in a year as being
106,564.7 days lost per year. Compared with the CBI estimates this works out at 60,500 
days lost a year for a work force o f 10,000 compared with the CBI estimate o f 73,000 days 
per year (CBI Conference, 1992). This would actually suggest that this local authority 
compared well or better than the estimates in private business. The figure for the estimated
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cost o f the sickness o f the sample was nearly £647,000. If this figure was extrapolated for 
the whole o f  the organisation’s work force o f 17,614 this would give a figure o f the cost o f  
sickness to the organisation o f nearly £5.2 million (or equivalent to £6.9 million in 2008). 
The Mental Health Foundation, (2005) estimated stress-related sick leave costs to the U.K  
economy £93 billion every year. If the estimated proportion o f the cost due to stress 
related disorders was considered to be 60% o f the cost o f sickness (Kearns, 1986), then the 
individual cost o f stress would be £198 per head and if  71% o f that stress related sickness 
was attributed to work as suggested by Cooper and Davidson (1982) this would work out at 
£140 per head (equivalent to £187 per head at 2008 rates) which is larger than the estimated 
figure o f £100 per head estimated by the CBI (CBI Conference, 1992).
The cost o f presenteeism for the sample as a whole was over £1,988,327. If this figure was 
extrapolated for the organisation as a whole, the cost o f presenteeism was estimated to be 
£33.2 million. The estimated total cost o f stress to the organisation was seen as the sum of 
the cost o f sickness and the cost o f ‘presenteeism’ i.e. £2 million for this sample. If 
extrapolated for the whole work force then the figure for the total cost o f stress to 
organisation is estimated at £35.2 million per year. (If this is converted equivalent figure 
taking the inflation rate from July, 96 to December, 2008 as being 33.9% 
{InflationData.com} then the sum would be equal to £47.1 million per year). Jones et al
(1988) suggested that 40% o f any work force could be experiencing stress related problems 
(Cox and Mackay, {1981} thought 54% had cited work as being a major source o f stress. 
From this sample, in the calculation concerning the levels o f presenteeism, it was found that 
the percentage was below that for stress quoted above, in that the percentage o f those 
experiencing levels below the considered norm o f 80% performance levels was 27% o f the 
whole sample, or 33% o f the males and 23% o f the females (only those below the 80% level 
were used in order to calculate the cost o f presenteeism). The women o f the sample 
estimated that they have more sick leave than men and so they cost the organisation 4.4% 
more in sickness costs. But the cost o f ‘presenteeism’ was higher in men, costing the 
organisation 21.6% more than the women. Thus the total stress for the men cost the 
organisation 13.2% more than the stress costs for the females. However, the differences in 
the costs for sickness for both genders were not significant. But the males’ costs for 
presenteeism and hence the total stress costs were significantly different from that o f the 
females. Comparisons with Jones et al (1988) and Cox and Mackay (1981) are difficult as it 
is not clear how they arrived at their figures and thus whether the rationales used were 
equivalent. But the calculations above from this present study used real figures and were not 
therefore estimates as frequently cited by other studies (The Mental Health Foundation,
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The core question for this study was whether the stress levels can be reduced and copings 
strategies changed, e.g. can the level o f presenteeism be increased by the counselling process 
and hence perhaps saving the organisation money and thus show that it is cost effective? 
This will be examined in the counselling section.
2005). This was because this study’s data was calculated from reported individual levels of
sickness and efficiency and the cost calculations were based on their actual salaries.
10.1.3 Age differences
Bunce (1997) noted that scant attention had been paid to factors which influence the 
experiences o f stress and coping strategies such as age and gender. Thus, when examining 
age differences it was found there was a much more complicated pattern in responding to 
stress. When the age groups 16-35 and 36-64+ were compared, it was found firstly that there 
were no differences between the age groups with respect to ‘Organisational structure and 
climate and ‘Total work stress’. But there were significant differences between the groups 
for all the other stress factors. The younger age group experienced significantly higher 
levels o f stress with respect to ‘Relationships with others’ and with ‘Career and 
achievement’ when compared with the older group o f 36-64+. These findings would seem 
to be in contrast to Cooper (1978 and 1983) who suggested stress, particularly in relation to 
career and fear o f redundancy (obsolescence) and failure would affect the older workers 
more as it was suggested they would be able to adjust less to change and become more 
vulnerable as they value stability (Robertson and Cooper, 1983; Sleeper, 1975). Further, it 
has been argued that good relationships between workers and members o f work groups are 
essential for both individual and organizational health (Cooper, 1981; Sauter et al, 1992). 
Low interpersonal support at work has been found to be associated with high anxiety, 
emotional exhaustion, job tension and low job satisfaction (Beehr and Newman, 1978; 
Davidson and Cooper, 1981; Pearse, 1977; Warr, 1992). This supports the idea that the older 
group had less problems with respect to ‘Relationships with others’ as they were 
significantly more able to use social supports than the younger age group, as seen when the 
coping strategies were examined. Maybe the younger group were having to develop the 
interpersonal supports, and together with struggling to find themselves with respect to self 
esteem via status i.e. ‘Career and achievement’, it may not be a surprise that this group 
might experience more stress from these two factors than the older 36-64+ year olds. The 
older 36-64+ year olds perhaps are likely to have been with the organisation longer and/or 
were in more senior positions therefore have higher self esteem, if  sense o f self is focused on 
their position/status at work. The older group experienced significantly more stress with
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respect to ‘Factors intrinsic in the job’, ‘Managerial role’ and ‘Home/work interface’. This 
is perhaps because this age group was more likely to be in managerial roles and have 
families, and so would find the demands the job made on them more stressful. They may 
also begin to resent the amount o f time their work takes them away from achieving a 
satisfactory work/life balance which would tend to ameliorate the effects o f stress or 
reducing the experience o f it. Hingley and Cooper (1986) argued that ‘Home/work 
interface’ involved trying to resolve the conflicts o f demands on time and commitment 
particularly if  there are young children involved (Larwood and Wood, 1979; Bhagat and 
Chassie, 1981). The older group were more likely to experience these conflicts, especially if  
they were managers (Beattie et al, 1974).
What the above suggests is that the experience o f stress changed with age group and hence 
by extension changed with age. This would suggest that the experience o f stress are less 
personality related, as suggest by many e.g. Cooper and Baglioni (1988) as they seem to 
change with age.
10.1.4 A ge/gender differences
To underline Bunce’s point, variations in age group response still do not state the whole 
issue. Responses also vary depending on the gender o f the age group being examined. As 
much as it was found that there were gender and age differences in the experience and 
responses to stress, it was equally important to examine how these two variables may 
interact. When age was controlled for gender, a greater variability was found suggesting 
that the experience o f stress was not only age related but also changed depending on the 
gender o f that age group. The older males (36-64+) experienced significantly greater stress 
from factors, ‘Factors intrinsic to the job’, ‘Managerial role’, ‘Home/work interface’ and 
hence experience more ‘Total work stress’ than the younger 16-35 year old males. On the 
other hand the older females only experience significantly higher stress levels with respect 
to ‘Managerial role’ and it was the younger females age 16-35 who experienced 
significantly higher stress levels involving ‘Relationships with others’ and ‘Career and 
achievement’. However, when the genders were compared while controlling for age 
grouping, it was found that there were few differences between the sexes for the younger 
age group 16-35. Here it was found that the males had significantly higher stress levels for 
‘Organisational structure and climate’ than the females; and the females experienced 
significantly higher stress for ‘Home/work interface’ than the males. But when the older 
age group 36-64+ was examined the picture was very different. For this group, the males 
had significantly higher mean stress levels for all the factors except for ‘Home/work
215
interface’, here they still recorded a higher mean for this factor, but the difference 
compared with the females, was not significant. This finding challenges previous findings 
that this stress factor mainly affects women (Larwood and Wood. 1979; Bhagat and 
Chassie, 1981). The present study finds this only to be true o f the younger age group o f 
women (16-35), who are likely to be trying to balance the needs o f their children with the 
demands o f their job. But for the older group both males and females struggled as much as 
each other to deal with this stress factor as they perhaps both were in responsible 
demanding positions and begin to resent the loss o f life balance and struggle to find better 
work/life balance. But this may also reflect changing attitudes to childcare and family life 
among the males in the 1990’s.
Examining age only, it was seen that there was no significant difference between age groups 
in the ‘Total work stress’ experienced, but when broken down into gender and age 
differences it was seen that the older males did show significant differences in ‘Total work 
stress’. Even this does not tell the whole story as illustrated above, thus there was a need to 
break-down the ‘Total work stress’ into its component factors so as not to mask differences 
in responses which can confound each other if  summed. Thus, when the likes o f Ivancevich 
and Matteson (1980) suggest that the individual’s response to various stresses is partly 
determine by their gender, they should have added that the response and experience is also 
partly determined by the age o f that gender and the stress factor being examined, too.
With respect to coping strategy differences between the age groups while controlling for 
gender, it was found that the only significant differences were that the younger age group o f  
16-35 year olds were more likely to use ‘Emotive and Passive’ responses. It was the 
younger males when compared to the older males who were significantly more likely to 
respond using these coping strategies. When the females were compared, the younger 
females were significantly more likely to respond using ‘Emotive’ response. The older 
females, when the females were compared, also scored significantly higher means for 
possibly taking ‘Rational actions’.
When the genders were compared, controlling for the age groups, the differences became 
much more marked. For the most part the females produced significantly higher means than 
the males for nearly all the strategies particularly for the age group 16-35 year olds, i.e. for 
‘Palliative’ response; ‘Social support’; ‘Depressive’ and ‘Emotive’ responses. The only 
strategies in this age group where the males scored significantly higher means were for 
‘Rational actions’ and ‘Passive’ response than the females. For the older age group 36-64+
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year olds, the females produced significantly higher mean responses for the four strategies 
for coping with stress, namely ‘Palliative’ response, ‘Social support’ and ‘Depressive and 
Emotive’ responses.
The above findings do support the contention that females o f all ages were better at using 
‘Social support’ and the differences in the use o f this coping strategy was based on straight 
gender lines (Etzion and Pines, 1981). But the earlier finding that the males were 
significantly more likely to use ‘Passive’ response needs modifying as it seems it was the 
younger males (16-35) who were responsible for this difference, in that it was they who were 
more likely to use coping strategies such as drink to deal with their stresses.
When the two age groups were compared, there was no significant difference between them 
for the number o f  ‘days off sick’ but with levels o f efficiency ( ‘presenteeism’), the younger 
age group 16-35 showed significantly lower levels than the older 36-64+ and this seems to 
have come from the younger females when compared with the older females. For the 
younger age group o f 16-35 year olds there was little difference in the levels o f stress 
between the genders and a small significant difference between them for ‘days o ff sick’. 
Further there was no significant difference between the genders for this age group with 
respect to levels o f presenteeism. However, when comparing the genders and controlling for 
the older age group o f 36-64+, it was found that the males had significantly higher stress 
levels arising from most o f the work factors yet the ‘days o ff sick’ did not correlate well 
with the work stress factors for the males in this age group, but they did for the females. The 
females in the age group 36-64+ also took significantly more ‘days o ff sick’ than the males. 
But on examining the data for presenteeism it was clear that the males o f this age group 
experienced significantly lower levels o f efficiency or presenteeism than the females.
From this can be seen again that blanket statements that women get sick more often than 
men, have limited validity (Pearlin and Schooler, 1978; Etzion and Pines, 1981) as age is a 
controlling factor i.e. this is only likely to be significantly true for the older 36-64+ year old 
females; and for presenteeism, only in the older age group of 36-64+ do the males perform at 
lower levels o f efficiency/effectiveness than the females.
For coping strategies, generally for the younger age group o f 16-35, ‘Rational actions’ and 
‘Depressive and Emotive’ response correlated with ‘days o ff sick’ (negatively and positively 
respectively); the males were responsible mainly for the former, and the females for the 
latter. For the whole o f the age group 36-64+ only ‘Depressive and Emotive’ responses
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correlated with ‘days o f sick’, the former mainly from the females (and ‘Passive’ response) 
and the latter from the males.
Also the statement that men employ more effective response repertoires for controlling stress 
(Pearlin and Schooler, 1978; Etzion and Pines, 1981) needs clarification, in that from this 
study this might only be true for the 16-35 year old males and would not be true for the 36- 
64+ year old males. But having more effective response repertoires would also seem true 
for the older females when compared to the younger females. However the finding that there 
was a correlation between ‘days o ff sick’ and the females’ coping strategies o f ‘Depressive 
and Emotive’ response is supported by a number o f studies (Aneshensel et al, 1981; Cleary 
and Mechanic, 1983; Grove, 1979; Cooper and Davidson, 1982; Karasek et al, 1981; Haynes 
and Feinleib, 1980; Levenson et al, 1983). Rosenfield (1980) also suggested that working 
women experienced symptoms o f depression significantly more often than males. In this 
study this would seem to be independent o f age.
For all the subjects ‘weekly alcohol intake’ correlated only with ‘Passive’ response. The 
‘weekly alcohol intake’ for the females also correlated with ‘Social support’ and with 
‘Depressive and Emotive’ responses. This might be accounted for by the fact that just less 
than two thirds o f the females in the study were married or living with someone (see 
appendix B5) and it seems that married woman are more vulnerable to having alcohol 
problems than the single females (Johnson, 1982). The above suggests that for the males, 
alcohol is associated with only one coping strategy but for the females it correlates with 
most o f their negative coping strategies and also with ‘Social support’ one o f their more 
positive coping strategies.
10.1.5 Professional status
From the above it became apparent that the experience o f stress and the responses to it vary 
depending on the demographic variables, particularly gender and age. However, it has been 
suggested by a number o f papers that another critical factor may be around locus o f control. 
Many papers mentioned above suggested for example, that there were gender differences in 
the experience and reactions to stress. But Folkman and Lazarus (1980), found no gender 
differences. What they pointed out was that no differences were found when both genders 
were in similar environments. They suggested the gender differences were found because 
women more often held lower level positions with little opportunity to control their working 
lives. It was felt important to use the opportunity o f this very large sample from a local 
authority employer to test how this might apply to the present study in that there was an
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opportunity o f comparing the genders in similar roles. Thus the data was examined for 
differences between a further two sub-groups i.e. whether the subjects was in a group 
classified as having a ‘professional’ status and those who could be seen as having a ‘non- 
professional’ status.
In this study it was found that the males experienced significantly higher stress levels than 
the females throughout the work stress factors, when they were 36-64+ and in the non­
professional group. The gender differences did not really exist or were few, even when 
controlled for age, for those in professional posts (e.g. for managers, where there were no 
differences, or for teachers where there were only a few differences between the genders), 
even though the professional group experienced significantly more stress than the non­
professionals. For ‘Total work stress’, there were no gender differences within any o f the 
age groups, whether examined within the professional or the non-professional groups.
With respect to age and professional status, the older professional males experienced the 
most stress compared with the younger males. Amongst the professional females 
(comparing females subjects only) and the non-professional males (comparing male subjects 
only) there were no age differences. But the younger non-professional females did show 
significantly higher stress levels for ‘Total work stress’ than the older non-professional 
females. This would tend to lend support in part to the findings o f Folkman and Lazarus, in 
that amongst the professionals there were no gender differences but there were differences 
with respect to age for the professional males and for the non-professionals females.
The overall gender difference in levels o f stress was really due to a specific group o f non­
professionals i.e. the older 35-64+ age group o f the non-professionals. Here it was found 
that the males experienced significantly more stress than the females in this group and 
showed lower levels o f presenteeism. But the females showed significantly higher sickness 
levels, though this applied to both o f the age groups o f non-professional females. Further, 
the younger non-professional females did show significantly higher stress levels for ‘Total 
work stress’ than the older non-professional females. This might suggest that the non­
professional older males and the younger females may feel they have less control over their 
work (Payne and Hartley, 1987) and this may lead to the higher stress (French and Caplan, 
1970, 1972; Buck, 1972; Margolis et al, 1974; Spector, 1986; Karasek, 1979 and Rees and 
Cooper, 1992a; Payne and Hartley, 1987). Rees and Cooper (1992a) found that staff who 
believed themselves to have a good measure o f control over many aspects o f their work 
situation reported less work stress and used more coping strategies. They also found that
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stress was not the domain o f managers but can occur for any staff at any level who do not 
feel that they have any control o f their work (Rees and Cooper, 1992b). It is perhaps 
understandable the younger females felt less in control o f their work than the older females, 
but why not the younger males? What makes the older males in the non-professional group 
feel this more than the females? Perhaps the older males may have felt at their age they 
should be more in control o f their work and thus feel the stress o f not experiencing this. 
Some have suggested this might be because stress is not only a function o f a situation but 
also o f the individuals intelligence, experience, education, beliefs in their ability to control 
the situation and coping strategies or self-efficacy (Payne and Hartley, 1987; Bandura, 1977; 
Payne and Fletcher, 1983; Cox, 1985; Karasek and Theorelli, 1990; French et al, 1982). It 
was seen that what was important was how the issue o f control at work varied with coping 
skills that would affect the experience o f work stress (Sells, 1970; Cox, 1978). Greater job 
satisfaction and higher self-esteem are engendered when employees feel they are 
participating in decision-making, planning their work, controlling their work-loads and are 
empowered to decide how the work should be tackled; and non participation in these aspects 
relate to work stress and sickness levels. (French and Caplan, 1970, 1972; Buck, 1972; 
Margolis et al, 1974; Specter, 1986; Cox, 1990; Warr, 1992). This might explain the non­
professional males’ responses, but does not in itself explain why the professionals 
irrespective o f gender felt more stressed, unless, within this organisation they did not feel as 
in control as they might feel they should be, given their roles. In support o f this idea, 
Neufeld and Paterson (1989) suggest that control can be a double-edged sword in that 
demands created by choices in controlling situations can themselves be sources o f stress. 
With respect to the correlations between the various work stress factors and ‘weekly alcohol 
intake’ it would seem the greater frequency o f correlations occurred for the females, 
particularly the non-professional females aged 36-64+ who were living together with 
someone. This would partially lend support to the findings o f Johnson (1982) who found 
married employed women had higher rates o f problem drinking than single women. But 
these findings suggest that this may only be valid for the above specific group o f women and 
not married employed women per se.
There was little difference between the age groups and professional status o f the respondents 
in their methods o f coping with stress. Here the critical differences seem to be gender 
specific in that the females were more likely than the males to use ‘Palliative, Depressive 
and Emotive’ responses and ‘Social support’. There was generally no gender differences in 
the use o f ‘Rational actions’ or ‘Passive’ response except that the younger 16-35 year old 
males amongst the non-professional group were more likely than the females within that
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group, to use these last two coping strategies as a way o f  dealing with their stresses. 
Controlling for age group (36-64+) and specific professional groups (e.g. managers and 
teachers), the results generally supported the overall results particularly for the teachers, but 
not for the managers where there were no significant differences between the way the 
genders coped with stress for any of the coping strategies.
Comparing professionals with non-professionals, the professionals were more likely to use 
‘Rational actions’, ‘Social support’ and ‘Depressive’ response (mostly the females). 
However, with respect to ‘days off sick’ more o f the coping strategies correlated with this 
variable for the non-professionals, especially the females, this also applied to the correlations 
between coping strategies and ‘weekly alcohol intake’.
These findings would lend support to the suggestions that females tend to respond to stress 
using socialisation and depressive responses more than males (Pearlin and Schooler, 1978; 
Etzion and Pines, 1981; Rosenfield, 1980). However, socialisation is seen as a positive 
coping strategy allowing for a deflection o f focus from the working environment and gaining 
better work/life balance and, as depressive response is a reaction to feelings o f not being in 
control, feeling powerless, then this may reflect certain social/cultural gender issues with 
respect to how females feel in the working environment/society generally even when in 
professional roles.
10.1.6 Sum m ary
Males appeared to experience more stress than the females, except for stress from the factor 
‘Home/work interface’ where there were no differences. However, gender differences with 
respect to work stress varied depending on the sub-groups being examined. Those who were 
non-professional, 36-64+ year old males experienced significantly more stress than the 
equivalent females; but amongst the professional group o f subjects there were no gender 
difference irrespective o f age. However, professionals experience significantly more stress 
than the non-professionals. Older professional males experience more stress than younger 
professional males. There were no age differences between professional females. Younger 
non-professional females were more stress than older non-professional females.
The females cope better using strategies such as ‘Palliative’ response, e.g. hobbies and 
pastimes; or using ‘Social support’ (seeing friends etc), but also being emotional or 
depressive (feeling powerless, not in control). When the coping strategies were broken 
down into gender and age groupings, it was found that it was the older females who were
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responsible for that age group being high for ‘Rational’ response and ‘Social support’ when 
compared with the younger 16-35 year old females; while the older males responded with 
the ‘Depressive’ response. The younger males scored higher means for ‘Passive’ response 
and younger females, similarly, for ‘Depressive’ and ‘Emotive’ responses.
The women o f the sample (particularly those in the age group 36-64+) estimated that they 
took more sick leave than the men and so they cost the organisation more in sickness costs. 
This also applied to the non-professional females o f all ages. But the cost o f presenteeism 
was higher in the men, costing the organisation significantly more than the women. Thus 
the ‘Total work stress’ for the men cost the organisation significantly more than the stress 
costs for the females. However, the differences in the costs for sickness for both genders 
were not significant. The professional group cost the organisation significantly more for 
sickness, presenteeism and hence for ‘Total work stress’ than the non-professionals.
It should also perhaps be pointed out because o f the success o f the ‘Well-being’ in 
producing so much data as a result o f the high response rate and by breaking down the 
analysis o f the data into the various work stress factors allowed the organisation to form 
focus groups for their various departments to look at the particular forms o f stress that their 
sectors were experiencing and to allow then the organisation to target change around those 
particular stress factors. Arising out o f this, the stage 1 ‘Well-being’ study, it was found 
that the teachers had particular needs and thus apparently as a direct result o f this study the 
charity ‘Teachers’ Support Network’ was set up nationwide and was given counselling 
support by the original EAP provider as mentioned in this report (from information 
provided by the director o f the Teachers’ Support Network’ and the EAP external provider 
{Nash, 2006}).
10.1.7 Conclusions
All the above illustrates that stress at work involves various factors which act differently on 
different groups depending on the variables e.g. gender, age, or professional status. These 
results tend also to show that the coping strategies for dealing with stress were more affected 
by the gender o f the respondent than the other demographic variables examined. Thus this 
part o f the study illustrates the complexity o f the concept o f stress and the coping strategies 
to deal with it, and how demographic variables can influence this. It can be said that the 
complexity is like the causes o f congestion in a large city. This can be caused by the volume 
o f cars (factors intrinsic in the job), the freedom to use various modes e.g. bus, train etc 
(managerial role), the variations in the efficiency o f the lights controlling it, the number o f
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road works (organisational structure and climate), width o f the roads (career and 
achievement), size o f cars (relationships with others), the time o f the day (home/work 
interface), etc. We can cope with it by not driving at peak times (rational actions), use a 
bicycle or walk (palliative), drive with friends and use time for talking (social support), not 
go anywhere (depressive response); shouting at other drivers, using road rage (emotive 
response) or to just sit there and wait it out (passive response). This can be controlled by 
congestion charges (lowering the stress levels organisationally), different driving habits 
(changing gender/age habits), e.g. not using cars (learning new coping methods), using better 
navigation methods, learning better coping strategies e.g. avoidance o f peak times, using rat 
runs -  these can be changed by asking for help to find the different ways to deal with the 
need to travel (via counselling). Thus changing congestion in a city is not a simple process, 
many factors come into play to cause it and hence solutions must therefore involve changes 
at different levels, some organisational which the individual cannot do so much about, 
except making his/her views known (by elections), offering suggestions, becoming involved 
to change laws/practices (improving locus o f control) etc. But s/he can alter the methods 
used to deal with their experience o f the problem through seeking help to analyse the 
problems and hence look for ways to deal with the problems more easily (e.g. via 
counselling). The question remains in what ways counselling alters/improves the levels o f  
stress, mental health, work or personal functioning by changing the coping strategies and if  
change is promoted then how stable is this change over time. The next section will 
endeavour to examine this.
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10.2 Demographic findings of the counselling study (stage 2)
10.2.1 Discussion
Compared with the proportion o f each gender in the baseline sample, those who came for 
counselling were fairly representative o f the organisation as a whole. The proportion o f  
those who answered a questionnaire, within each age group was also fairly similarly to the 
proportion of the overall number who was offered counselling. These findings would 
seem to be in disagreement with other findings which found that woman believed in 
counselling more than men and hence would utilise the service more (Googins and Kurtz, 
1981; Hall et al, 1991; Harlow, 1998; French et al, 1997). But these findings do agree with 
those who found no gender differences or who said the role o f gender cannot be assumed 
(Milne et al, 1994; West and Reynolds, 1995; Coudriet et al, 1987; Gerstein et al, 1993). 
Highley-Marchington and Cooper (1998) found women used external providers, three 
times more than men while there were no gender differences in utilization rates for internal 
providers. The provider in this study was an external provider and there was no overall 
over representation by proportion of each gender as compared with the normative baseline, 
so the above findings were not replicated by this study.
In this study the proportion of males who came for counselling was not that different from 
the proportion of males in the baseline sample. This would also counter the view o f  
French et al (1997) that more women than men would use the service. While this may 
appear to be true overall, the proportions within this sample seemed to suggest this view  
does not hold, though this was certainly true for the 16-35 year old age group where the 
males were well under-represented.
Hall et al (1991) and Harlow (1998) found that women more than men believed that EAPs 
were effective and were therefore more likely to use it. Here it was found that, certainly 
after follow-up period, the females seemed to be justified in thinking EAPs were effective 
but proportionally the men seemed to use the service almost as much as the females. This 
study departs, however, from Milne et al (1994) and West and Reynolds (1995) who 
suggested that there were no differences in attitudes to counselling with respect to age. 
Clearly, at least from the point o f view o f age and the baseline samples view concerning 
likelihood o f them using the organisation’s counselling service and other therapies, the 
responses varied considerably depending on the age group o f the subjects. Further, the 
actual utilization rates were very much dependent on age.
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The majority o f the respondents fell in the 36-64+ age group, both for the males and the 
females. A higher proportion o f those coming for counselling fell into this age group as 
compared with the baseline sample. This applied both to the males and females. Braun and 
Novak (1986) suggested non-users o f EAP counselling were males and those who were 
over 50 years old and those who were highly stressed and in denial o f their problems, self 
reliant and would think that using an EAP would look bad. This was not reflected in these 
findings in that both the older males and females were well represented, but the younger 
age group, particularly amongst the males, was under represented. Braun and Novak 
assumed the younger age group would be better represented. Milne et al (1994) and West 
and Reynolds (1995) suggested that there were no age differences in attitudes to 
counselling and hence it could be assumed, no differences in utilisation o f counselling 
services. Yet this study seems to suggest that age was a relevant factor in the utilization 
rate in that the differences in usage became more marked when controlling for age. The 
age group 36-64+ in the baseline study indicated that there was a greater probability that 
they would use the organisation’s counselling service. The age group 16-35 expressed a 
very low likelihood that they would use the organisation’s counselling service, and 
generally the younger age group 16-35 suggested they would use the service significantly 
less than the older group 36-64+. Those coming for counselling certainly confirmed that 
preference. Yet it was the younger age groups who had significantly higher stress means 
for most o f the factors.
As noted above the proportion o f males using the counselling service fairly represented the
population o f males in the organisation and but the males were under represented amongst
the non-professionals and amongst the lower age group of 16-35 year olds. In the baseline
sample it was the younger 16-35 year old females who experience significantly more stress
than the older 36-64+ year old females with respect to ‘Relationships with others’ and
‘Career and achievement’. In the counselling sample the age group 16-35 was not well
represented and those who came were mainly female. This group came with lower stress
levels and were able by the follow-up stage to get their stress, on most factors, to the
baseline mean level. This would agree with French et al (1997) who said job satisfaction
was not related to utilisation. But they, along with Milne et al (1994) and West and
Reynolds (1995), also said that other demographic variables were not seen as predictors o f
utilisation, which this study would not agreed with, in that gender, age and professional
status, can be said to definitely affect utilisation and for that matter outcome as well.
However, it would also seem that that regardless o f need, the organisation was not as
225
effective in encouraging the younger age groups to use the counselling service. This 
would also suggest that these groups need to be targeted to encourage them to use services 
offered as Steffy et al (1986) found that individualised programmes with targeted 
participants was more effective than packaged worksite programmes.
Overall those coming for counselling seem to have significantly more days o ff sick than 
the baseline mean. This applied to both the females and the males. The findings from the 
baseline sample were that there was a significant difference between the levels o f sickness 
for the males and females (females having significantly more days off sick, though this 
was really only true o f the older 36-64+ females). For those coming for counselling there 
was no significant difference between the genders in their days off for sickness, nor was 
there when the genders were controlled for age. This would seem therefore to disagree 
with the findings that when stressed, the females would be sick more often than the males 
at least for the sample who came for counselling. (Pearlin and Schooler, 1978; Etzion and 
Pines, 1981).
There were significantly greater mean number o f days sick from those who came to 
counselling in the age group 36-64+ than there were for that age group in the baseline 
sample. However, for the males there were no significant differences between the number 
o f days o ff sick taken by those who came for counselling and for those in the baseline 
sample, when controlled for age. The females who came for counselling were mostly in 
the age groups 36-64+ but there was no significant difference in the number o f days sick 
between the two age groups 16-35 and 36-64+ amongst the females.
Those in the professional group took very significantly more days o ff sick than the baseline 
sample. But for the non-professionals, only the females took significantly more days off 
sick than the baseline sample (the difficulty was that the non-professionals males were not 
well represented in the counselling group). However, there were no significant differences 
in the number o f days o ff sick between genders within each professional status group and 
between professional status groups controlled for gender. The fact that the professionals 
were well over-represented for both genders in the counselling group as compared with the 
baseline study, suggests that they perceived themselves as being more stress than the non­
professionals or at least more willing to do address the issues. A number o f researchers 
felt that non-professionals, particularly the females, were more stressed as they have less 
control over their work and less empowered to decide how to tackle their work (French and
Caplan, 1970; 1972; Buck, 1972; Margolis et al, 1974; Specter, 1986; Cox, 1990; Warr,
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1992). This was not the finding o f the baseline study in that the professionals were 
significantly more stressed. It was suggested earlier that the demands on the professionals, 
having choices with respect to how they might control their work environment can be a 
source o f  stress in itself (Neufeld and Paterson, 1989). But the levels o f sickness did not 
reflect these differences in that when controlled for gender there were no differences 
within or between the professional groups coming for counselling (for the latter group, 
only the females could be compared).
On looking at levels o f work efficiency (‘presenteeism’) for the whole counselling sample 
and for each o f the genders, irrespective o f the sub-groups they were in, this was 
significantly lower than the baseline means within each o f the sub-groups, this perhaps is a 
reflection o f the higher stress levels o f the counselling sample as compared with the 
baseline sample.
When the genders were controlled for age groups and professional status, the males 
showed significantly lower levels o f presenteeism than the females for the counselling 
sample as a whole; for age group 36-64+ and the professional group in their levels o f 
presenteeism. Also those in the professional group showed significantly lower levels o f 
presenteeism than the non-professional group as a whole. The main differences seem to be 
between the males and females, particularly within the 36-64+ year olds and those in the 
professional group. This would suggest that when other variables were controlled, that 
there were some gender differences with respect to ways o f dealing with stress as 
suggested by Gove and Geeken (1977).
When the costs for sickness and presenteeism were examined the results showed a varied 
picture. For the total counselling sample the mean cost o f work-stress sickness was found 
to be £376 (£530) per year, compared with the £140 work-stress sickness costs found for 
the baseline sample. For the males the work-stress sickness costs equalled £293 (£392) and 
for the females £407 (£545). The differences were all significant when compared with the 
baseline mean. This would suggest that if  the counselling could reduce this cost by more 
than the estimated annual cost per head for counselling (previously estimated at £33 (£44) 
per head {Masi, 1984}), then the service can be said to be cost effective. (The first figures 
are those at the 1996 cost calculations -  when the study was carried out, the figures in the 
brackets are the converted figure to 2008 cost levels by multiplying the figures by 33.90% 
this being the inflation rate from July, 96 to December, 2008- {InflationData.com}). It is 
also suggested that the above figures for the costs o f sickness and presenteeism for this
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sample and the comparisons with the baseline sample, are based on more realistic figures 
(the respondent’s real salary) than many other estimates quoted in the literature (e.g. The 
Mental Health Foundation, 2005).
Though the females o f the counselling sample took more days off in the last year than the 
males, the difference was not significant. This also applied to the costs for that sickness. 
However there were differences in the levels for effectiveness/efficiency in that it was the 
males who were working to lower levels o f efficiency, thus the costs for presenteeism were 
significantly higher for the males than the females (as the males were being paid 
significantly more). Therefore the costs relating to total stress were significantly higher for 
the males when compared to the females. This applied particularly to the professionals. So 
although as Etzion and Pines (1981) suggested that females get sick more often than the 
males, the males seem to have responded to stress with lower vitality/effectiveness i.e. 
lower presenteeism ( Pearlin and Schooler, 1978; Quick and Quick, 1984).
Age groups 16-35 and 36-64+ showed no significant differences in the cost o f sickness, but 
the older age group showed significantly higher costs for presenteeism and hence total 
stress costs when compared with the 16-35 year olds for all the subjects and for the males, 
but there were no significant differences for both variables for the females o f this age 
group as compared with the 16-35 year olds. This was no different from the findings from 
the baseline study. But the above finding that females get sick more often than males and 
males perform at lower levels for presenteeism, would, as suggested from the baseline 
study, really only applied to the 36-64+ year olds.
For the professional status groups, for the ‘sick costs’, there was no significant difference 
between those who were in the professional and those who were in the non-professional 
groups when all the subjects who came for counselling, were examined together. But the 
professionals showed significantly higher costs for presenteeism and ‘Total stress’ than the 
non-professionals coming for counselling. The same applied to the males and females 
separately. The weekly alcohol intake o f the counselling subjects was significantly higher 
than that o f the baseline sample as a whole and for the females counselling subjects in 
particular.
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10.2.2 Sum m ary
Thus those who came for counselling were fairly representative o f the organisation as a 
whole, with respect to gender, but tended to be aged 36-64+ and to be from the 
professional group. They drank significantly more than the norm.
Overall those coming for counselling seem to have taken significantly more days off sick. 
This applied to both the females and the males. However, contrary to the findings from the 
baseline sample where there was a significant difference between the levels o f sickness for 
the males and females (females having significantly more days o ff sick), for those coming 
for counselling there was no significant difference between the genders in their days o ff for 
sickness, nor was there when the genders were controlled for age. The number o f days o ff 
sick seemed to be a good predictor o f whether a subject would ask for counselling.
The counselling subjects had significantly higher sickness costs than the baseline sample, 
lower levels o f presenteeism, and hence higher costs for presenteeism and total stress costs. 
The higher sickness level was mostly from the females, aged 36-64+ and from either o f the 
professional status groups. But when controlled for age i.e. within the 36-64+ age group, 
the males cost significantly more for sickness and presenteeism than the females amongst 
the counselling group.
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10.3 Counselling study: Discussion on findings concerning variables 
measured.
10.3.1 Introduction
This study produced a variety o f interesting outcomes such that it was quite difficult to 
work out how to discuss these issues in a coherent way. The core investigation was 
concerned with whether the brief therapy as offered by an employee assistance programme 
was effective in producing change and whether it was cost effective. Several main 
variables were examined for change through the three stages o f the counselling study that 
were presented, these were the measurement o f work stress via the six work stress factors 
and the mean sum o f that stress; the mental health, work and personal functioning 
measures; and the measures which examined six forms of coping strategies with which to 
manage that work stress. However, as the data was examined it became clear that certain 
demographic variables interacted to give in some instances very differing results, namely 
the gender, age and professional status o f the subjects, and these variables had to some 
degree some interactional effects. Thus it is proposed that these results will be discussed 
firstly by looking at the overall results o f the group of subjects as a whole and to discus the 
findings in the separate sections as the results were produced under the different chapter 
headings. Thus firstly the issues arising out o f the work stress factors changes will be 
discussed. This will be followed by a similar discussion for the subjects as a whole, to 
examine the results for the variables mental health, work and personal functioning, finally 
all these findings will be brought together and compared with the findings for the various 
coping strategies. Within each o f these sections following the discussion on the general 
findings, the gender, age and professional status findings will be also be discuss.
But firstly, it is important, as with any study, to raise the question o f attrition. Kazdin
(1994) indicated that anything up to 50% o f the client’s who begin treatment may drop out 
(though in this case, it cannot be assumed that because they do so, they have not benefited 
from the counselling process!). In this study, o f those who began counselling during the 
period of the research 79% returned pre-treatment forms, 58% o f those returned post­
treatment forms and 29% returned the follow-up questionnaires. Some subjects did not 
return the post-treatment questionnaire (perhaps because they were not given it), but did 
return a follow-up questionnaire. This did raise the question whether there were any 
characteristic differences in the pre-treatment mean scores between those who filled out all
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the questionnaires or at least one o f the post-treatment or follow-up questionnaires and 
those who only filled out the pre-treatment questionnaire. This study, as with a previous 
similar study (Worrall, 1999), found that there were no significant differences in the pre­
treatment means for any o f the groups, whether treated as all the subjects together, or the 
genders separately. The level o f attrition was within the expected range and there did not 
appear to be any characteristics which separated the non-respondents o f later 
questionnaires with the responders, when their pre-treatment questionnaires were 
examined. There was also no significant difference in the pre-treatment scores between 
those who filled out the post-treatment questionnaire and those who only filled out the 
follow-up questionnaire, indicating that the fact that this happen, was not likely to occur 
because o f the differences between the two groups o f subjects, but may have occurred as a 
result o f some subjects not having received a questionnaire immediately after therapy 
maybe because the therapist forgot or the organisation’s administration forgot to send out 
the papers to the clients if  they did not attend their last session.
10.3.2 W o rk  stress - all subjects
For all the subjects taken as a whole, the findings showed firstly that the means for all
those coming for counselling for each o f the work stress factors were significantly higher
than the means for each work stress factor o f the baseline sample group. The results also
showed that by the end o f the counselling process the means had dropped but none had
dropped sufficiently by that stage such that the mean was no-longer significantly higher
than the baseline mean, i.e. had become part o f the normative population. However, by the
follow-up stage the reduction in the mean work stress levels for factors ‘Factors intrinsic to
the job’; ‘Career and achievement’ and ‘Total work stress’ continued to be reduced such
that at that stage the mean was no-longer significantly higher than the baseline mean,
meaning for these factors the counselling had reduced the stress such that the mean was at
a level that made it fall within the baseline normative population. Further, for most o f the
factors the change as a result o f the counselling was significant, and for about 30-40% of
the subjects who came to counselling with levels o f stress for the particular work stress
factor that was significantly higher than the baseline norm, that change was clinically
significant and reliable. The exceptions were for ‘Relationships with others’ where the
mean change was not significant at any stage (but where 40.0% achieved clinically
significant change) and for ‘Managerial role’ where by the follow-up stage the change was
no longer significant. The difference for both these factors was that the means at the
follow-up stage rose again. For the factor ‘Home/work interface’ and ‘Organisational
structure and climate’, the changes as a result o f the counselling were very significant, and
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particularly for ‘Home/work interface’. The effect sizes for the changes at the follow-up 
stage were above average for ‘Home/work interface’. But the mean levels o f stress for both 
these factors at the pre-treatment stage were so much higher than the baseline norm that 
even though the change as a result o f the counselling was significant the mean was not 
sufficiently reduced to such a level that by the follow-up stage it was no-longer 
significantly higher than the baseline norm.
But, as has been mentioned before, in this study statistical difference can be achieved 
between pre- and post-therapy via a small degree o f change if that change was experienced 
by most clients. This was seen as being unlikely to be o f value either to the client or to the 
practitioner (Mullin et al, 2006). Thus the concept o f clinically significant change was 
used as well. This is a concept widely used within psychotherapy studies for the measure 
o f clinically meaningful client change (Jacobson et al, 1884, 1986; Jacobson and 
Revenstorf, 1988; Jacobson and Truax, 1991). Jacobson and Traux (1991) define 
clinically significant improvement as clients entering therapy as part o f a dysfunctional 
population and by the end of therapy they are no-longer part o f that population or are part 
o f the nonnative population. Thus, for the two factors ‘Organisational structure and 
climate’ and ‘Home/work interface’ 40.9% and 40.7% respectively achieved clinically 
significant changes, giving 40.0% achieving this for the ‘Total work stress’. So for the two 
separate factors and the ‘Total work stress’ the counselling was very effective in reducing 
stress but not effective enough because the stress levels for these factors for this group of 
subjects were very high. However, what this does suggest is that ‘Organisational structure 
and climate’ and ‘Home/work interface’ were the main factors that created work stress in 
this group of subjects overall. What will need to be discussed below is how the various 
work stress factors and in particular these two separate factors and hence the total work 
stress was affected by the gender, age or professional status o f the subjects.
Overall though, this study showed that the counselling process improved the levels o f 
stress for most o f the various work stress factors and thus for the ‘Total work stress’ at 
least by the follow-up stage. Reynolds (1997) suggested 80% o f the subjects showed 
significant improvement after counselling but no increase in job satisfaction. Cooper et al 
(1990) also found no change in job satisfaction. They found no difference between pre- 
and post-treatment scores in job satisfaction and this did not alter in the follow-up, though 
Worrall (1999) did find significant difference in work functioning, though the question that 
needs to be raised is whether this equates to job satisfaction.
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This study suggests that firstly, job satisfaction needs breaking down into the various stress 
factors examined in this study, because it has shown that change depends on the factor 
being examined. Also, most authors examining job satisfaction do not comment on 
age/gender differences in responses. Bunce (1997) noted that many studies in this field 
showed scant regard to factors which might influence outcomes such as age and gender. It 
was suggested by Jick and Miz (1985) and Kiev and Kohn (1979) that many studies could 
not examine gender differences at work as the data was statistically unsuitable for such 
analysis. One reason suggested for this difficulty was that many organisations examined 
workers at the same level tended to heavily to be either males or females but not mixed 
(Izraeli, 1979), and in many cases although 40% o f the work force would be female, most 
o f these would hold clerical jobs. However, while nearly 75% o f the organisation involved 
in this study were female, 75% o f both genders who came for counselling were in the 
professional group, and the proportions o f either gender within each o f these professional 
status groups were also very consistent with the proportion o f each gender within the 
organisation as a whole within the groups examined (just about a quarter were males -  
though amongst the non-professionals, the males were under represented amongst those 
who came for counselling).
10.3.3 W o rk  stress - gender differences
As was seen above the proportion o f males who came for counselling was fairly equivalent 
to the proportion o f males who responded to the baseline questionnaire (stage 1) and to the 
proportion o f each gender in the organisation as a whole. Thus this would tend to concur 
with those who found no gender differences with respect to utilization rates for EAP 
provided counselling services (Gerstein et al, 1993; Milne et al, 1994; West and Reynolds, 
1995) and disagrees with French et al (1997) who found more woman than men by 
proportion would use an EAP service; and with Hallet al (1991) and Harlow (1998) who 
found that women believed more than men that EAP’s were effective so would tend to use 
the service more proportionately. But many studies grouped subjects altogether as it was 
considered that the samples were often statistically unsuitable to investigate sex differences 
(Jick and Miz, 1985; Kiev and Kohn, 1979). Yet gender was seen as affecting how people 
experienced stress and the coping strategies used to deal with those stresses (Beehr and 
Schuler, 1980; Ivancevich and Matteson, 1980). These differences were seen in the 
baseline ‘Well-being’ study. This study has allowed for gender comparisons as grouping 
all the subjects together can hide very important and relevant differences between various 
groups especially the very radical response differences between the genders. It would seem
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many studies on the effectiveness o f therapy seem to have ignored this issue (Bunce, 
1997).
In the baseline data it was found that the males as a whole experienced significantly more 
stress than the females particularly for ‘Career and achievement’ and ‘Organisational 
structure and climate’. Amongst those who came for counselling the males came with 
significantly higher stress levels than the females only for factor ‘Career and achievement’. 
Overall the males gained much in reducing their stress to the post-treatment stage but lost 
most o f the benefits o f the counselling, with respect to changes in work stress, by the 
follow-up stage. It would seem that, altogether, the females were able not only to achieve 
significant improvements in their stress levels, through counselling, but seemed to be able, 
in most factors, to hold onto this improvement and benefit from the 6 month consolidation 
period to improve even more. The males were not able to do this, it seems, in most o f the 
factors for stress. This would tend to agree with Beehr and Schuler (1980) who saw gender 
as a moderator with respect to stress responses. However, it was suggested that this was 
because the men were said to possess better psychological attributes or employ more 
effective methods o f responding for controlling stress (Folman and Lasarus, 1980; Karasek 
et al, 1981). Yet this study shows something different such as males finding it hard to 
maintain the changes in their responses to stress and that over time the females found it 
easier to continue to reduce their levels o f stress.
Firth and Shapiro (1986) found 60% o f clients improved significantly on work related 
factors. It is hard to compare that study with this one, as the percentage improvement 
depended on the factor, the age/gender o f the subject and whether the measure was at the 
post-treatment stage or at follow-up. For example the males showed 67.9% improvement 
for ‘Factors intrinsic to the job’ at post-treatment, but this dropped to 25% at follow-up and 
57.1% achieved clinically significant and reliable change at the post-treatment stage but 
this drops again to 20% by the follow-up stage. The best improvements all round with 
respect to gender, were for ‘Organisation structure and climate’, where 37.3% o f the 
females produced clinically significant change compared with 40.0% o f the males at the 
post-treatment stage but by the follow-up stage for the females this rose to 50.1% while for 
the males this dropped to 33.3%. The gender differences were even more notable for the 
work stress factor ‘Home/work interface’ where 39.3% of the females achieved clinically 
significant change compared with 56.3% o f the males at the post-treatment stage but by the 
follow-up stage this had changed to 43.4% and 33.3% respectively. Further, the females 
also did not produce a good mean effect size for their change at post-treatment but
234
produced a very good effect size for this factor at follow-up. Overall therefore both 
genders benefited from the counselling for this stress factor but to varying degrees in that 
particularly for this factor the females seemed to continue to improve (i.e. reduce) their 
stress for this factor over the post-treatment period up to six months after treatment, 
whereas the males became worse over this period. It is interesting to note that Cooper et al 
(1990) found a reduction in organisational commitment after counselling as if  this was a 
negative issue. This study’s findings might suggest that both genders were benefiting by 
getting better work/life balance and this may imply a reduction in organisational 
commitment, but less stress for the factor ‘Home/work interface’ (i.e. increase in 
commitment to being at home) and this will have the consequence o f a reduction in stress 
overall and hence possibly an improvement in work performance (Firth and Shapiro,
1986). But this could still be interpreted as a reduction in commitment as if  that was the 
most important issue for an organisation. It was with ‘Home/work interface’ that some o f  
the most significant changes occurred and hence more consistently high effect sizes for the 
change.
Thus this study has shown that gender really does affect the outcome, for example, it was 
seen that the males improved for many o f the stress factor at post-treatment but lost the 
benefit at follow-up; where as the females did not show significant improvement for many 
of the factors until follow-up.
10.3.4 W o rk  stress - A ge/G ender differences
When, for example, the ‘Total work stress’ was examined the improvement rates were over 
60% for many groups, with 80.8% o f the 36-64+ year old males achieving improvement at 
the post-treatment stage but by follow-up this had fallen to 45.5%, though the males as 
whole showed that 75% had improved at post-treatment and by follow-up this had only 
dropped to 50%. Whereas for the females the best improving percentage at least by the 
follow-up stage was found with the 36-64+ year old females where at the post-treatment 
stage 59.2% had improved but by the follow-up stage 63.2% had improved and 47.4% had 
achieved clinically significant and reliable change. This would seem to contradict the 
findings o f Iwi et al (1998) who found no change with their measurement o f stress. Also 
Highley and Cooper (1995) and Reynolds (1997) studies which showed no change in job 
satisfaction but in their study there was an over-representation o f the younger work force 
(25-40), whereas in this study, those who came for counselling were mainly in the older 
age groups o f 36-64+. The Sheffield studies (Barkham et al, 1999) findings would seem to 
agree with this study in that those studies did show improvements in stress, but the
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Sheffield studies lacked control groups. This study suggested a way around this by using a 
reference group from the same population from which the clients were coming.
With respect to ‘Home/work interface’ stress factor in the baseline sample, overall, there 
was no significant difference between the genders and nor was there, when controlled for 
age, for the younger age groups. The differences appeared for the older age groups 36- 
64+. This did not apply to the counselling sample where there were no significant 
differences between the genders for any o f the age groups with respect to pre-treatment 
stress for ‘Home/work interface’.
Thus, with respect to work stress factors the effects o f counselling on the sample were not 
only gender specific but also age specific, as has been suggested by Bunce (1997). In the 
baseline sample work stress rose with age, with the age group 36-64+ experiencing 
significantly more stress for most o f the work stress factors than the younger age group 16- 
35 year olds (except for ‘Organisational structure and climate’ and ‘Total work stress’). 
Further it was mainly the age group 36-64+ who came for counselling. This was contrary 
to those who, either found there was no age difference in the use o f or attitude to 
counselling (Milne et al, 1994; West and Reynolds, 1995), or those who found non-users to 
be over-50 years old (Braun and Novak, 1986), though other studies have suggested the 
older age group may be more stressed as they fear losing their jobs more (Copper, 1978 
and 1983; Robertson and Cooper, 1983; Sleeper, 1975). However, the increase in stress 
could equally be because they have more responsible jobs which might create more stress 
(see below).
10.3.5 W o rk  stress - Professional status
From the above it can be seen that the experience o f stress and the responses to it vary 
depending on the demographic variables, particularly gender and age. However, it has 
been suggested by a number o f papers that a more critical factor may be around locus o f 
control. Many papers have suggested that there were gender differences in the experience 
and reactions to stress (Buck, 1972; French and Caplan, 1970, 1972; Karasek, 1979; 
Margolis et al, 1974; Payne and Hartley, 1987; Rees and Cooper, 1992a; Spector, 1986). 
But Folkman and Lazarus (1980), found no gender differences. What they pointed out was 
that no differences were found when both genders were in similar environments. For this 
reason this data was examined for differences between a further two sub-groups i.e. 
whether the subjects was in a group classified as having a professional status and those 
who could be seen as having a non-professional status.
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It was seen from the baseline sample, that the males experienced significantly higher stress 
levels than the females throughout the work stress factors, when they were 3 6 -6 4 +  year old 
and in the non-professional group. The gender differences did not really exist or were few, 
even when controlled for age, for those in professional posts (e.g. for managers, where 
there were no differences or for teachers there were only a few differences between the 
genders), even though the professional group experienced significantly more stress than the 
non-professionals. For ‘Total work stress’, there were no gender differences for either of  
the age groups, whether examined within the professional or non-professional groups. 
Further within each age group and within the professional group there were few significant 
gender differences, the exception, in the professional group, was that the 3 6 -6 4 +  males 
experienced significantly more stress than the comparative females for ‘Relationship with 
others’ . In sum, the baseline study found few differences when the genders were examined 
within comparable groups. Thus those findings would tend concur in part with Folkman 
and Lazarus (1 980) who also found no genders differences when both genders were in 
similar environments.
The results from the counselling sample, showed that there were underlying the gender 
differences in responses even when controlled for professional status. All the professionals 
came with levels of stress for all the work stress factors which were significantly higher 
than those for the baseline sample, this applied to both the males and females separately 
too. But the professional males were only able to produce above average effect sizes for 
the change as a result of the counselling at the post-treatment stage for; ‘Factors intrinsic to 
the job; ‘Relationship with others’ ; ‘Home/work interface’ and ‘Total work stress’, at the 
follow-up stage the effect size was very low. But the professional females were able to 
produce above average effect sizes for the change only at the follow-up stage, particularly 
for ‘Factors-intrinsic to the jo b ’ ; ‘Home/work interface’ and ‘Total work stress’ . The non­
professionals were able to produce above average effect sizes for the change only at the 
follow-up stage, particularly for ‘Factors-intrinsic to the job ’ ; ‘Organisational structure and 
clim ate’ and ‘Total work stress’. Gender comparisons could not be made within the non­
professionals as the males in the group were under represented. Nevertheless the gender 
differences were consistent with the findings reported in earlier sections with respect to the 
degree o f change i.e. how lasting it was, irrespective of the professional status. But the 
professional status affected where the change occurred.
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As discussed above (section 10.1.5) some studies have suggested that the experience and 
responses to stress were a function not only o f a situation but the belief the individual had 
in their ability to control the situation, individual intelligence, experience and education. 
This study seems to challenge this view in that although the findings within the baseline 
study were that the younger non-professional females were more stressed than the older 
females, for the males the reverse was true, i.e. the older non-professional males were more 
stressed than the younger non-professional males. Also if there is less stress with more 
locus of control then how was it that the non-professional females produced better mean 
effect sizes for the change for more work stress factors than the professional females by the 
follow-up stage, maybe they were able to learn to take more control o f their work/life 
balance than the professional females who maybe felt they were unable to do?
These results would seem to reinforce the concept that there are underlying gender 
differences in responses even when controlled for professional status. Rees and Cooper 
(1992a) suggested those who have a good measure o f control over their work should be 
less stressed and suggested that stress was not just a domain o f the managers (Rees and 
Cooper, 1992b). However, for these subject groups, both the baseline and those coming 
for counselling, it was the professionals who experienced the most stress in all of the 
factors. It may be that in this type of organisation (i.e. a local authority) the control issue 
may have brought with it other problems where expectation of control brought the burden 
o f responsibility and frustrations with respect to the limits of that control as suggested by 
Neufeld and Paterson (1989). It was suggested above that the experience and responses to 
stress were a function not only o f a situation but the belief the individual had in their 
ability to control the situation, individual intelligence, experience and education. This 
study seems agree with this view with the finding within the baseline study where younger 
non-professional females were more stressed than the older non-professional females but 
would not agree with this view with respect to males where the reverse was true for the 
non-professional males. It also seems that the non-professional females were able to take 
more control by producing more effective change as a result o f the counselling for more 
factors than the professional females by the follow-up stage.
10.3.6 Work stress - Cost effectiveness
The question that this study also chose to examine was not only whether the counselling 
was effective in reducing stress but also with respect to the provision o f EA Ps, was it cost 
effective? It was suggested that the total work stress costs were 42 .6%  of the costs o f  
sickness summed with the costs o f presenteeism (Kearns {1 9 8 6 } suggested that up to 60%
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o f all work absence is caused by stress-related disorders and o f that 71%  o f the stress is 
seen as work related {Cooper and Davidson, 1982 } thus equalling 42 .6%  o f the cost o f  
sickness). Thus for the baseline study it was calculated that the cost o f stress for this 
organisation was £140  (or at 2008  rate =  £ 1 8 7 ) per head. This was more than the CBI 
estimates (CBI Conference, 1992) up-dated to 2008  o f £133 . If as suggested by Jones et 
al (1 988) that 40%  of the work force were experiencing stress then it could be suggested 
that the cost o f the stress to the organisation was in the region o f £1.3  million at 2008  rates. 
It was calculated that the mean cost for the counselling client altogether was £504  per 
subject at 2008  rate for their stress but when the genders were examine separately it was 
found that the males cost £392  and the females £545 per head, at 2008  rates. The total o f  
all the subjects (224  =  number of subjects producing this figure) was costing the 
organisation £112,900 (males {6 0 }  =  £23,500; females {1 6 4 } =  £89,400). It was proposed 
that at the time an EA P programme was costing approximately £33 per head per year 
(Masi, 1984). From the above findings by the follow-up stage the mean total work stress 
for all the subjects together had been reduced by 16.3%  (taking the follow-up mean from 
the pre-treatment mean and dividing that figure by the pre-treatment mean); for the males 
the reduction was 1.9%  and for the females the figure was 18.2% . Using the 2008  figures 
this would be the equivalent o f a saving o f £82.15p per head for the subjects as a whole or 
£7.45p per head for the males and £99.19p per head for the females. This would indicate 
that for the subjects as a whole the saving was 1.6:1 and for the females a saving o f 1.8:1; 
but from the above figures the service to the males showed a loss o f 80%  o f the cost for 
counselling and thus for the males the effects of the counselling by the follow-up stage 
would not seem to be cost effective if the measure used was only the resulting reduction in 
total stress after counselling.
However, another way to calculate the saving as a result o f the counselling was to compute 
the change in levels o f presenteeism which allows for direct calculations involving 
proportions o f salary lost/gained in relationship to respondents’ subjective ratings 
concerning their levels o f work efficiency/effectiveness. The increase in presenteeism as a 
result o f the counselling was found to be 6 .69%  by the follow-up stage. This would give a 
mean saving o f £552  per head for the counselling subjects for the EA P in 2008  compared 
with the estimated cost o f counselling at 2008  inflation rate of £ 4 4  per person 
(approximate ratio of 12.5:1). However, as with the costing o f sickness, there were also 
gender differences in the costing of the changes in the levels o f presenteeism. As the 
genders clearly responded differently it was important to cost the saving for each gender 
separately. It was calculated that the mean presenteeism was costing £9825 per
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counselling male per year. The saving on the increase of presenteeism o f 8.14%  was that 
percentage of that total, i.e. £811 at 2008 rate. However, as there was a drop in the level 
o f presenteeism at follow-up for the males, the change in the level to that stage was only 
1.31% , which would give a saving of £129  {or approximate ratio o f 3 :1 }  per male per year. 
Thus the saving for all the males together coming for counselling (47) was £6,157 at 2008 
cost levels for increasing presenteeism for the males, which would suggest that although 
from the sickness calculations it would appear that the counselling was not cost effective, 
from the calculations concerning presenteeism it would appear that for the males overall 
the EA P was good value.
The mean presenteeism cost for the females was calculated as £7,501 per counselling 
female, this would produce a saving on the increase of presenteeism of 7 .74%  that is, £581 
at the post-treatment stage. However, as there was a small drop in the level of  
presenteeism at follow-up for the females, the change in the level to that stage was 7.38% , 
which would give a saving o f £553 or a saving ratio of 13:1 per female per year. Thus the 
saving for all the females together, coming for counselling, (155) would have been £85,715 
for increasing presenteeism for the females, which would suggest that overall, for the 
females, the saving as a result o f the counselling, was very good. Thus the saving for the 
changes in levels o f presenteeism alone for the females makes the value of an EAP  
programme very cost effective.
Thus calculating the factors in this way would seem to suggest that for these subjects the 
counselling process was cost effective in reducing the ‘Total work stress’ and increasing 
the levels of presenteeism of the subjects as a whole. The saving as a result of the 
counselling was calculated for the sample as £15 ,8 0 0  for reduction in stress or £85 ,000  for 
the increase in the level of presenteeism at the 2008 cost levels. This was the saving from  
3%  o f the work force using the service. Examined from this perspective the counselling 
was calculated as saving 6.6 times the cost o f the counselling as a result o f the increases in 
levels of presenteeism. These figures should be matched against those suggested by 
Albrecht (1979) who at the time simulated the cost of stress to a company with 200  
employees and a turnover o f $60 million (£37  million). He concluded that the company 
losses due to stress would amount to $3.5  million per annum (£2 million) (equivalent to 
£ 1 0 ,7 0 0  per head). This would include the huge costs to the employer for the days the 
employee has taken off and getting him/her back to work (Matteson and Ivancevich, 1987; 
Murphy, 1984). These calculations did not included estimates o f the costs o f the concept 
o f ‘presenteeism’ in that occupational stress can cause a company to operate at a less than
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efficient level, linked with high stress is communication breakdown, poor decision making 
and general loss o f vitality/effectiveness (Quick and Quick, 1984). The equivalent cost for 
this group of worker was £ 8 ,6 1 9  per head (in 2 008) which did not include calculations for 
the aforementioned other costs, this calculation was just the cost of lost work days through 
sickness due to stress and lost o f performance due to lower functioning or presenteeism. 
Overall, Masi (1984) estimated that “EAPs average a 3:1 return on the dollar”, others give 
similar ratios o f 2.7:1 (Klarreich et al, 1987) or 1.5: 1 (Bruhnsen, 1989) or 2:1 (Dainas and 
Marks, 2000) or at least 1:1 i.e. paying for itself (Blaze-Temple and Howat, 1997). Thus, a 
review 39 EAP cost evaluations published in 1990 gave cost-benefit rations ranging from cost 
neutral to 7:1 (Csiemik, 2004). This study, as stated above, produced 16.3%  reduction in 
stress which led to a calculation that the saving was in the region of 1.6:1. This compares 
well with the examples given. Other studies showed that there were some who have not 
reported savings with the use o f EAPs e.g., McClellan’s (1989) evaluation of the Ohio State 
EAP found no reduction o f health insurance costs, sickness or employee turnover. Masi and 
G offs (1987) evaluation of an employee counselling service program for the US Department 
of Health used three different evaluation methods (process, impact and outcome evaluation 
methods) and found reductions in costs in terms of sick leave, leave without pay, 
administrative leave and absence without leave. Feldman’s (1991) evaluation of the EAP for 
General Motors reported that the program saved the company $37 million per year. The Paul 
Revere Life Insurance Company also reported making a saving o f $4.23 for every dollar spent 
on its EAP program (Intindola, 1991).
The difficulty with cost evaluation is that the majority (98% ) in a survey of EA P directors in 
the USA believed that EAP produced moderate to high cost-savings but only 40%  collected 
any cost saving data (Houts,1991). However, it is difficult to know how well the data for this 
study compares with other estimates of cost savings as it is difficult to know how each one 
was calculated and what had been included in those calculations. Further many of the studies 
assumed average wages and calculated the costs arising out of sickness levels, yet as was seen 
with respect to sickness levels that even for the baseline sample group different groups varied 
in their levels o f sickness and hence the levels o f cost, e.g. in the baseline sample the non­
professional females took off significantly more sick leave than any other group. Also the 
effectiveness of psychological intervention can have differing effects on short-term and on 
long-term absenteeism (Saroja et al, 1999). Further, the difficulty with study comparisons 
is to measure like-for-like treatments. When comparing many studies it is not always clear 
what the type o f interventions were used. This problem with respect to comparisons o f  
treatments may account for some studies producing opposite effects. Thus, Macdonald,
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Lothian and Wells (1997) found that while 69%  EA P users report their quality of life had 
improved and 46%  said their work performance had gone up, their sickness levels also rose 
as compared with a control group. In Alker’s study (2000), using a small population, 
found that sickness absences increased post counselling. Reynolds (1997) found 80%  
showed significant improvement after counselling in depression scales but no changes in 
absenteeism or job satisfaction. Highley-Marchington and Cooper (1998) found that well­
being improved in counselling group but there was no improvement or reduction in 
sickness absence/events as compared with the control group. It is perhaps well to consider 
that the sickness levels o f those coming for counselling would tend to be higher than any 
control or normative group (i.e. as compared with the general population from which the 
counselling population were coming from) (M cLeod, 2001 and 2 007). Also, it could be 
suggested that just focussing on sick leave as an indicator o f stress levels and the effectiveness 
o f counselling to, for example, get people back to work, could be seen as a very crude way to 
measure stress. It does not take into account the concept o f presenteeism where the worker 
may not take any time off sick but could be so stressed that his/her performance level or 
effectiveness/efficiency is very low producing much lower productivity. Further, as illustrate 
above, well-being can be improved but this does not necessarily relate to sickness levels if  the 
worker does not take time off sick (Highley-Marchington and Cooper, 1998). This was why it 
was felt that the concept of presenteeism as used in this study, served to produce a much fully 
picture of the costs of stress. Ahn and Karris (1989) came close to recognising the importance 
o f using the concept o f presenteeism, via their term, ‘% of job deterioration’ in their 
calculations for the effectiveness of an EAP where they considered that an E A P ’s success 
rate could be calculated using the number o f clients x average salary x  % of job 
deterioration x  success rate of 80%  =  cost effectiveness. But this assumes equivalent 
distribution o f salary rates and all problems are weighted the same, by not recognising 
difference, critical factor are lost. When using the concept of presenteeism as a measure of  
the cost effectiveness o f the counselling it was found that the counselling produced a mean 
rise for the level of presenteeism by the follow-up stage six months after the counselling of  
just under 7% , giving a ratio between the saving and the cost o f the service as being 12.5:1. 
Thus the ratio of savings as a result of the counselling process for the females ranged 
between 13:1 to 1.8:1 and for the males the savings ratio ranged between a loss o f 1:5 and 
a saving o f 3:1 (for the increase in presenteeism) and for the group as a whole the savings 
cost ratio ranged between 12.5:1 to 1.6:1 all at stage 4, the follow-up stage. However, 
there is a caveat to these calculations in that while the results show that the counselling was 
cost effective for the 3%  o f the work force who made use of the service what is not known 
is the actual costs o f the service to an organisation as the price an organisation pays for
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such a service would be the subject of negotiations and be commercially 
sensitive/confldential. The estimate cost o f £4 4  per employee is seen as the cost to the 
organisation o f buying such a service for all the employees but no EAP purchaser would 
pay that figure for all their employees, the contract at the most would be roughly on the 
assumption that a maximum o f 10% o f the employees would avail themselves o f the 
service, though in this sample only 3%  used the service. But the actual costs o f the 
contract that provided this EAP service to this set o f clients was not known to the 
researcher. The only estimate that could be made is that if an affiliate is being paid £50  per 
session in 2008  (the average going rate for counselling at present) and as found in this 
study, the average number of sessions was 5 .08 then the counselling cost, excluding 
administration would be in the region of £254  per client treated. This would work out at a 
total cost of just under £ 5 6 ,9 0 0  for all the clients treated in this study (224) which is about 
half the calculated annual cost of stress of £ 1 1 2 ,900  for this group o f subjects and is less 
than the savings made in the cost o f stress just on the increase o f levels of presenteeism for 
these subjects o f £85 ,000 .
But more importantly these results show very clearly how it would be important in 
examining such data to endeavour to look at the genders separately and to use several tools 
for recording the change, for example without the presenteeism measure the results would 
seem to show that providing males with counselling did not serve the organisation very 
well. However, what the above indicates is that the genders responded differently but 
overall the data would seem to indicated that the counselling was cost effective for both 
genders even though the results showed different sorts o f changes for each o f the genders. 
Unfortunately it is not easy to compare the gender cost differences as other studies which 
estimate the cost o f stress do not break the data down into gender differences (e.g. 
Albrecht, 1979; Matteson and Ivancevich, 1987; Murphy, 1984;). But calculating the data 
in the way this study has done would seem to suggest that for these subjects the 
counselling process was cost effective in reducing the ‘Total work stress’ and increasing 
the levels of presenteeism of the subjects as a whole, but was even more beneficial for the 
females, certainly by the follow-up stage. Therefore it can be said that these findings 
suggest that the counselling process was cost effective to varying degrees irrespective of  
the way the saving was calculated.
10.3.7 Work stress - summary
To summarise, this study showed that the counselling process improved the levels of stress 
for most o f the various stress factors and thus for the ‘Total work stress’ at least by the
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follow-up stage. In the baseline data it was found that the males as a whole experienced 
significantly more stress than the females particularly for ‘Career and achievement’ and 
‘Organisational structure and clim ate’ . Amongst those who came for counselling the males 
altogether came with significantly higher stress levels than the females only for factor 
‘Career and achievement’, but the older 3 6 -6 4 +  year old males scored significantly higher 
mean stress than the same age group of females for all the stress factors except for 
‘Home/work interface’ where there was no significant difference. Overall the males 
gained much in reducing their stress to the post-treatment stage but lost most of the 
benefits o f the counselling with respect to changes in work stress by the follow-up stage. It 
would seem that, altogether, the females were able not only to achieve significant 
improvements in their work stress levels, through counselling, but seemed to be able, in 
most factors, to hold onto this improvement and benefit from at least the 6 month 
consolidation period to improve even more. The males were not able to do this, it seems, 
in most o f the factors for stress. Thus gender seemed to be an important variable which 
affected the response outcome. When ‘Home/work interface’ was examined, though 
altogether there seemed to be no gender differences in response, when age differences were 
examined together with gender it was found that that the work stress factor ‘Home/work 
interface’ affected the females more than the males in the younger age group of 16-35 
years o f age, who were more likely to have younger children, and there were only no 
gender differences for the older age group 3 6 -6 4 + , many of whom were in the professional 
work status group. The professionals themselves were able only to produce good change 
at the follow-up stage for the factors ‘Home/work interface’ and ‘Total work stress’ but the 
non-professionals produced good effect sizes for their change at both post-treatment and 
the follow-up stages. All the above indicates the importance of examining the 
demographic differences in order to show and understand response differences.
These results underline that the critical variable was gender as there were still gender 
differences in responses even when controlled for age or professional status. Some studies 
have suggested that the experience and responses to stress were a function not only of a 
situation but the belief the individual had in their ability to control the situation, individual 
intelligence, experience and education. This study seems to challenge this view not only 
from the findings within the baseline study where younger non-professional females were 
more stressed than the older non-professional females and where the reverse was true for 
the non-professional males, but also the view seems to be questionable for the counselling 
sample in that it was the non-professional females who produced good change as a result 
of the counselling for more factors than the professional females by the follow-up stage.
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With respect to cost effectiveness, these results show very clearly how it would be 
important in examining such data by looking at the genders separately and to use several 
tools for recording the change, for example, without the presenteeism measure the results 
would seem to show that providing males with counselling did not serve the organisation 
very well with respect to cost. However, what the above indicated was that the genders 
responded differently and overall the data would seem to show that the counselling was 
cost effective for both genders even though what changed depended on the gender being 
examined. Thus for these subjects the counselling process was cost effective in reducing 
the ‘Total work stress’ and increasing the levels o f presenteeism o f the subjects as a 
whole, but it was even more beneficial for the females, certainly by the follow-up stage. 
Therefore it can be said that these findings suggest that the counselling process was cost 
effective to varying degrees irrespective o f the way the saving was calculated.
10.3.8 Mental Health, Work and Personal functioning - All subjects
The above dealt with what stressors affected the subjects most and what changes in those 
levels of stress the counselling brought about. But stress affects the mental health, work 
and personal function of the subjects. Thus these measures were introduced as 
representing the overall effects of this stress. Hence it was seen as important to explore in 
what ways the counselling brought about improvements in these measures. This will be 
important, for if the goal is to improve mental health, work and personal functioning, then 
it would help the counsellors to know what changes/improvements in which work stress 
factors will help the clients most.
The counselling treatment was effective in producing significant change for mental health 
for most o f the groups of subjects. Though the sample came with a much lower mean 
mental health score at the beginning o f therapy (37 .03 ) than the norm used, the mean effect 
size for the change was ‘good’ to ‘very good’ for at least 60%  o f the subjects by the 
follow-up stage (depending on the level used for inclusion -  here, for this figure, those 
included were the percentage with effect sizes o f about .50 or better) (Andersen and 
Lambert, 1995). Cooper and Sadri (1 991) and Firth and Shapiro (1 986) both found 60%  o f  
clients had improved in mental health after counselling. But for the mental health measure, 
while the mean rose through the stages of the study and the change between stages was 
significant, the mean rarely reached a level where it was no longer significantly different 
from the norm. This suggests that while the mental health was improved significantly by 
the counselling, the counselling subjects still experienced significantly lower mental health
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states even after counselling than the norm. However, looking at the proportion o f subjects 
who did achieve clinically significant change (as defined by Mullin et al, 2006), it was 
found that a relatively higher proportion achieved this than for any o f the other variables 
measured (56.5% ) and 65.2%  achieved reliable change (giving 50.0%  who achieved 
clinically significant and reliable change). This compared well with W orrall (1999) who 
found that 46%  had significantly changed with respect to their mental health. Thus, the 
significant rise of mental health as a result of the counselling was consistent with other 
findings where significant differences were found between the pre-post scores for mental 
health and which persisted to the follow-up stage as compared with control groups 
(Highley and Cooper, 1995; Highley-Marchington and Cooper, 1998;). However, it should 
be noted that the norm used for the comparison in the present study, was not from the 
population being examined, but from another local authority work force as measure by 
Worrall (1999). A problem here may lie with this issue, as with many measures of  
normative populations, it cannot be assumed that the normative measure for one population 
is valid for another population sample. However, the results were not so different from the 
study carried out by Worrall within a similar organisation. In that study the mean mental 
health moved from 42 .2  to 60.1 at post-treatment, to 64.9  at follow-up (after 3 months) and 
in this study the mean mental health for all the subjects changed from 37.03  to 51 .69  at 
post-treatment, to 59 .90  at follow-up (after 6 months). It is interesting to note that, at least 
with respect to mental health, no subjects deteriorated in this study notwithstanding that in 
many studies 5-10%  can be expected to deteriorate (Lambert and Ogles, 2004). Many 
other studies concurred that counselling produces significant positive change in, for 
example, mental health, depression, anxiety, etc (Goss and M eams, 1997; Mitchie, 1996; 
Parry et al, 1986; Reynolds, 1997; Sprang, 1992; Worrall, 1999), though Steenberger 
(1 992) found poor results with respect to changes in depression. The Parry et al study 
found that those who were not offered counselling/psychotherapy deteriorated in their 
mental health during the same period that those receiving counselling had improved, 
though some of the studies suffered from not having control groups and it has been 
suggested that those improving may have improved without the help (Iwi et al, 1998).
The counselling treatment was also effective in producing significant change for work and 
personal functioning for most of the groups of subjects. For these two variables the mean 
levels were reduced such that they were no longer significantly higher than the norm. At 
post-treatment 66%  had improved in their work functioning, immediately after counselling 
(with .67 mean effect size) but this dropped to 53%  at the follow-up stage with a low mean 
effect size. With respect to personal functioning, 65%  had improved immediately after
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counselling (58%  at follow-up) (with .78 mean effect size). This compares well with the 
69%  reported by Macdonald, Lothian and Wells (1997) where the subjects had felt that the 
quality o f their lives had improve significantly as a result of EAP provided counselling, 
and in this present study, by the follow-up stage 40%  achieved clinically significant change 
o f the 34%  who had come to counselling with levels for personal functioning which were 
significantly higher than the norm i.e. within the dysfunctional group and 65.7%  achieved 
reliable change.
The issue concerning personal functioning may relate to the fact that the hope o f most EAP  
counselling services would be that there was an improvement in work performance by 
increasing job satisfaction and hence mental health. Y et a number o f studies into the 
effectiveness of EAP counselling found no correlation between improvements in mental 
health and job satisfaction (Cooper et al, 1990; Highley and Cooper, 1995a; Highley- 
Marchington and Cooper, 1998; Iwi et al, 1998; Kalleberg and Losocco, 1983, Quinn et al, 
1974; Reynolds, 1997). Y et Worrall (1 9 9 9 ) found significant changes in work functioning 
and in mental health and this study also found this. What this might suggest is that 
improvements in work functioning do not related necessarily to improvements in job  
satisfaction (or perhaps related personal functioning) or the measure use to rate job 
satisfaction was not measuring what it said it was measuring. From the point of view of  
the employers perhaps work functioning improvement is what is important and this is what 
EA P counselling, in this and other studies, seemed to promote. This might suggest that 
while subjects may improve in their work stress, functioning at work, and mental health 
through various strategies/coping mechanisms, they can still feel the job is insufficiently 
satisfying and they may have just found better ways of dealing with that dissatisfaction.
10.3.9 Mental health, Work and Personal functioning - Gender differences
In the discussion concerning work stress gender differences were found in the responses 
and the process of change through stages 3 and 4. Further as indicated above, the 
counselling treatment was effective in producing significant change for mental health, 
work and personal functioning for most o f the groups o f subjects. For work and personal 
functioning the mean levels were reduced to levels such that they were no longer 
significantly higher than the norm. However, what appears to be clear in this study is that 
for the various measures the responses to therapy were different depending on the group 
being studied. Worrall noted that for mental health, work and personal functioning there 
was a steady improvement through to the follow-up stage, but the subjects in that study 
were not examined for gender differences. In this study, for many o f the measures used,
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the males frequently lost much o f the benefits by the follow-up stage that they had gained 
by the post-treatment stage. When comparing the genders for mental health and personal 
functioning there were no significant differences between the genders, at the pre-treatment 
stage. In other studies females have been found to have significantly poorer mental health 
than the males (Aneshensel et al, 1981; Cleary and Mechanic, 1983; Cooper and Davidson, 
1982; Haynes and Feinleth, 1980; Karasek et al, 1981; Kessler and M cRae, 1981; 
Rosenfield, 1980; Weinstein and Zappert, 1980). The issue may be that there was no 
difference with respect to levels of mental health between the genders for those coming for 
counselling, while there maybe a difference in mental health in the general population. 
However, by the post-treatment stage, the males had significantly better mental health than 
the females, but the difference was lost by the follow-up stage. In W orrall’s study the mean 
effect size for mental health at post-treatment for all subjects was 1.04, where as in this 
study it was .89, but for the males on their own it was 1.05 and for the females it was .85. 
In addition, in the W orrall’s study 59.4%  of the subjects produced clinically significant 
change, whereas in this study the figure was 56 .5%  by the follow-up stage. However, 
when the genders were examined separately at the follow-up stage it was found that for the 
males the figure was 40 .0%  and for the females it was 61.1% . Thus it would appear that 
the effectiveness of the counselling in this study was not as good as that of the Worrall 
study when looking at the data as a whole. But when the subjects were separated into their 
respective genders the results would tend to show more improvement in comparison with 
the W orrall study, particularly when looking at the females on their own. W hat would 
affect the results of any study therefore would be the gender mix of the subjects. It is not 
known what the gender ratio was in the Worrall study so comparison is difficult as this 
study indicates that the gender mix would affect the findings of the mean results for the 
group as a whole.
W hen comparing the genders at the pre-treatment stage, for work functioning, the males 
showed they were performing at a level that was significantly worse than the females 
(scoring significantly higher means). But by the post-treatment and follow-up stages, work 
and personal functioning showed no significant differences with respect to gender. 
However, looking at, for example, the findings for work and personal functioning at post­
treatment, in the Worrall study, the mean effect size for work functioning was .78 and in 
this study it was .68 for all the subject together, but for the males it was .80 and for the 
females .64; and for personal functioning in W orrall’s study the mean was .89 whereas in 
this study the mean effect size was .79, but for the males it was .63 and for the females .84. 
W hat this indicates is that the effect of the counselling was gender dependent and the
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overall results would therefore depend on the proportion of each within the sample, thus 
comparisons would be difficult to make without that data. Further this also showed that 
the effect size o f the counselling differed depending on the gender. The males produced a 
higher mean effect size for change for work functioning, while the females showed higher 
effect size for personal functioning than the males.
M ost o f the females and their sub-groups reduced their mean levels for work functioning to 
levels that were no longer significantly higher than the norm, whereas for personal 
functioning it was for the males and their sub-groups where this occurred. However, as 
noted above, the males produced better effect sizes for work functioning than the females, 
whereas the reverse was true for personal functioning variable. This would suggest that 
the males had poorer work functioning levels at pre-treatment than the females and so had 
further to change to reach the norm than the females who needed therefore a smaller effect 
size to reach that state. Whereas for personal functioning the exact opposite was true, it 
was the females who had further to come to match the norm so had a larger mean effect 
size.
10.3.10 Mental health, Work and Personal functioning - Age/Gender differences
When examining the age groupings it was found with respect to mental health, the age 
group 16-35 year olds increased their mental health mean to that o f  the norm (by the 
follow-up stage) and that age group, at the post-treatment stage, produced significantly 
higher means than that of the 3 6 -6 4 +  year olds. Thus it was seen that the change (as 
measured by the effect size) for the age group 16-35 for mental health was significantly 
higher than that for the age group 3 6 -6 4 + . The same applied to the females when 
comparing these two age groups. The age group 16-35 year olds also improved their 
personal and work functioning to that o f the norm by the post-treatment stage. For personal 
functioning there were no significant differences between the age/gender groups at any 
stage of the study. But at follow-up the 16-35 year olds males did have significantly lower 
means for work functioning than the 3 6 -6 4 +  year old males. These results seem to differ 
from those of Worrall (1 999) who found that age was not significantly related to clinically 
significant improvement, but this maybe because the gender/age differences were not 
examined in that study.
This indicates the important of separating the sample into the various sub-groups if  
possible as behaviour and responses to change were seen in this study to vary and in some 
cases the effects can be in the opposite direction, thus if the subject groups were not
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separated out their differing and opposite responses risk cancelling each other out if  treated 
as only one sample group.
The above findings from this study indicate that while the counselling process did effect 
change, the degree and level o f that change varied, as discovered by Howard et al (1993) 
and Stiles et al (1990), and the patterns o f that change varied according to the 
characteristics o f those clients and the contrasts shown above suggest that the responses to 
counselling vary depending at least on demographic variables. As suggested in other 
sections, little consideration has been given in many studies to the demographics o f the 
subjects which, as shown by the different and sometime contrasting responses of, for 
example, the males and females, can confound the results if summed together.
10.3.1 Professional status -  Mental health, Work and Personal functioning
With respect to professional status, the non-professionals had significantly higher mental 
health mean scores (as compared to the professionals) by the follow-up stage, and lower 
means for both work and personal functioning at the various stages o f the study (for all the 
subjects -  at the pre-treatment and follow-up stages; for the males -  at pre- and post­
treatment and for the females -  at the follow-up stage). However, the professional females 
did produced a significantly higher mean effect size for the change for work functioning 
than the non-professional females at the post-treatment stage, though by the follow-up 
stage this difference was lost.
The reason the professional status was included was that it was indicated by some that a 
factor in levels o f functioning at work and hence reactions to it e.g. mental health, m ay be 
related to the issue of the degree of control that a person has over their job (e.g. Folkman 
and Lazarus, 1980). As such it would be expected the non-professionals would have more 
difficulty in effecting change or control in their work, so would have lower mental health 
than the professionals, but this was not the case certainly by the follow-up stage and the 
non-professionals had lower means for work and personal functioning (dysfunctioning) by 
that stage too. Thus with respect to mental health both professional status groups produce 
good effect sizes at both the post-treatment stage and at follow-up and this was also true of  
the females as a whole, (there were not enough non-professional males at the follow-up 
stage to allow for valid analyses). A t the post-treatment stage the professionals (all 
together and males and females separately) produced better effect size for the change for 
work functioning and personal functioning, but by the follow-up stage the non­
professionals had produced significantly better effect sizes for the change than the
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professionals. Jick and Mitz (1 9 8 5 ) suggested that an individual’s response to stress was a 
function in part of their gender which in turn may be determined their role status. But in 
this study when the roles were controlled (into professional status groups) the differences 
in effect size were much more to do with whether they were in the professional group than 
their gender at the post-treatment stage, or whether they were in the non-professional group 
at the follow-up stage. This suggests that gender was not the only controlling factor but 
also professional status, and irrespective o f how much they would be expected to have 
more control over their work, the professionals produced much lower effect sizes for 
change for work and personal functioning than the non-professionals.
10.3.12 Mental health, Work and Personal functioning -  summary
To summarise, the counselling through the EA P service produced, for the most part, 
significant change for work and personal functioning and for mental health, showing good 
to very good mean effect sizes for that change for most of the groups examined. But the 
effects were not uniform for all groups and the analyses showed that the effects varied 
depending on the gender, age and professional status o f the subjects, and without 
separating out the groups the sometimes contrasting effects on such groups can mask the 
effects o f the counselling. Thus the results from the counselling sample for these variables, 
showed again that there were underlying gender differences in responses even when 
controlled for professional status i.e. the gender differences were consistent with respect to 
the degree of change i.e. how long lasting the change was, irrespective o f the professional 
status. But the professional status affected where the change occurred.
Further, it was felt that the variables o f mental health, work and personal functioning as 
measured here, while showing that the counselling process did effect change in these 
variables, they were not sensitive enough to inform, for example, organisations, with 
respect to where they can be most effective in changing their employees responses within 
these variables or where counsellors might focus to maximise improvement in these 
variables. Thus from the above results it can be said that the counselling process was 
effective in producing significant change with respect to the three variables examined. It 
also seemed that poor work or personal functioning affected mental health or visa versa. 
The question concerning which affects what, was not clear, some studies have found work 
stress to be directly associated with a number o f variables including mental health (Lem er 
et al, 1994); and other studies have reported that mental health affects work functioning 
and mental health interventions improve work performance (Firth and Shapiro, 1986; 
McDonnell Douglas Corporation EA P Audit, 1989; Mintz et al, 1992; W ells et al., 1989).
251
However, knowing that they are related or that counselling helps to significantly raise 
mental health or to reduce the levels o f ‘dysfunctioning’ at work or in their personal life 
does not inform about what is it that changes and hence on what the counsellor should 
focus on, to make his/her work more affective, or where they can promote the most change 
and for whom. Dewe (1991) argued that it was necessary to go beyond asking what the 
demands at work were by asking about the various dimensions o f these demands. Others 
suggest there is a need to examine the interaction between these demands and perceptions 
of these demands such locus o f control and levels o f support (C ox, 1985; ; Karasek, 1979; 
Karasek and Theorell, 1990; Payne and Fletcher, 1983; W arr, 1990;). Thus many studies 
have shown that EA P counselling benefit the clients in some way e.g. have helped to 
improve work performance (e.g. McClellan, 1989; Parks, 1992, Worrall, 1999). But just 
looking at the improvements in mental health or work and personal functioning can show 
symptom relief and changes in work performance but the results are not sensitive enough 
to show how the work functioning has improved or what has changed in social/life 
functioning that has an impact on the subject’s mental health and hence work or personal 
functioning. Thus it was felt that looking at the detailed variables relating to work stress, as 
suggested by Cooper et al (1988) and for example the coping strategies, as suggested by 
Cox (1 9 7 8 ) and Sells (1970) would address the complexity o f the experience o f stress in 
the work place. Asking a few questions to measure, for example, work functioning would 
tend to inform that the subject is or is not functioning well at work, but this would not 
indicate where the important sources o f the stress lie and therefore make it difficult for the 
individual counsellor or the organisation to identify the sources o f the stress more precisely 
and it would not make it easy to remedy the situation in a focussed way via organisational 
restructuring or through counselling.
However, the question this study wished to address was not that the counselling process 
was helpful in producing change per se but where the counsellors could focus their work in 
order to promote change within the above variables. The analyses o f the work stress 
factors, mental health, work and personal functioning does not exactly allow for this. 
Thus, the need to look at the coping strategies o f the subjects with the proposal that these 
would allow for more detailed analyses concerning the effects of the counselling process 
on changing/improving coping strategies.
10.3.13 Coping strategies - All subjects
Bunce (1 9 9 7 ) noted that little regard had been taken of the factors that can influence the 
experience o f stress and coping strategies such as gender and age o f the subjects/clients, so
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the focus o f this study was to examine the differences in the effectiveness o f the brief 
counselling process as provided by an employee assistance programme with reference to 
gender, age and professional status. Thus now the discussion will focus on comparing the 
results for the various coping strategies for each gender and the interaction between 
gender, age and professional status.
In all the previous discussed variables it was useful first to compare and contrast the 
differences between the baseline and the counselling samples’ responses as a whole group 
and to examine the quality o f the changes as a result o f the counselling. Then it was seen 
as appropriate and important to examine the data with the focus being on gender 
differences in particular as this gave a rather different picture with respect to the results 
than that which looked at the data overall, i.e. for all the subjects together. However, when 
it came to examining the results with respect to the coping strategies, it was seen that there 
was no point in examining the data overall as more than for any of the other variables it 
became clear that the overriding variable that made for differences in responses was that o f  
gender. Hence it was seen that the only way that would make sense was to explore the 
data for the coping strategies by comparing and contrasting the gender difference in 
responses.
10.3.14 Coping strategies - Gender differences
From the baseline sample it was found that men and women use different coping strategies 
to deal with stress. The baseline study results showed that the males used predominantly 
the more positive coping strategies o f ‘Rational actions’ i.e. seeking solutions to their 
stress problems, or use ‘Passive’ responses, as generally men seek to try to find solutions 
to problems or cope passively by avoiding them hoping the problems will go away, i.e. 
have a drink and try to forget about it. The females showed a significant tendency to use 
more ‘Palliative’ methods of coping than the males, i.e. seek ways to alleviate the problem 
without dealing with it. W omen also showed they would used their ‘Social supports’ more 
than men. Further the females would tend to react with depression or more emotively, like 
taking it out on a partner/spouse, more often than the males.
This pattern o f responses was echoed in those coming for counselling, though those
coming for counselling differed from the baseline sample population in some very clear
ways. In the counselling sample, both genders came to counselling with significantly
lower levels for ‘Rational actions’ than the baseline sample. With respect to coping
strategy ‘Rational actions’ the males came with a significantly higher mean than the
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females, at the pre-treatment stage. This suggests that for both the baseline and 
counselling samples the males were more likely to take positive actions to deal with their 
stress than the females. Lazarus (1966) has argued that the person usual employs both task 
and emotional focused coping strategies. The former attempts to form an action directly 
targeted towards dealing with the source o f stress: adaptation of the environment, while the 
latter attempts to attenuate the emotional experience associated with that stress (Lazarus, 
1966; Lazarus and Folkman, 1984). These results suggest that the males in both samples 
employed more task focused strategies for dealing with their stress.
Males and females were said by some to differ very little in the way they appraise 
potentially stressful events (Folkman and Lasarus, 1980; Karasek et al, 1981); but men 
were said to more often possess better psychological attributes or employ more effective 
methods of responding for controlling stress. Dewe (1987) examined sources o f stress 
and strategies used to cope with them by ministers o f religion in New Zealand and for this 
group o f subjects, it was found that they viewed coping as a problem solving strategy. 
Although this study does not specify the gender, it could perhaps be assumed, as it was 
ministers in the church, that they would be predominantly male. This would seem to be 
confirmed by the findings at the pre-treatment stage in this study.
However, after counselling the gender differences disappeared. The males came with a 
mean level for the coping strategy o f ‘Rational actions’ that was only just significantly 
different from the baseline norm and thus they showed no significant improvement, 
overall. The females came with a level that was significantly lower than the baseline mean 
but as a result of the counselling, of those who came as part o f the dysfunctional group (i.e. 
levels that were more than one standard deviation from the baseline norm), 48 .9%  had 
produced clinically significant change at the post-treatment stage. But in contrast with 
other findings where the females continued to improve over the 6 months follow-up 
period; in the case o f ‘Rational actions’ the proportion who achieved clinically significant 
change was 50%  in contrast with the males where by the follow-up stage 75%  had 
achieved this and at this stage there was an above average effect size for that change for 
the males. However, the change for the females was such that their mean for this coping 
strategy was no-longer significantly different from the males or the norm at both the post­
treatment and follow-up stages. Thus the proposition can perhaps be challenge here, that 
men possess better psychological attributes or employ more effective methods o f  
responding for controlling stress and that women were said to be socialized in a way that 
equips them less adequately for effective coping (Folkman and Lasarus, 1980; Karasek et
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al, 1981). It may be that the females are socialised in a non-rational action responses to 
dealing with stress, but were certainly able to significantly change, as a result of the 
counselling, such that there were no-longer gender differences. So maybe the suggested 
socialisation was not so well engrained as previously proposed in that change was 
promoted for the females for the coping strategy of ‘Rational actions’, by the counselling 
process, and the change was at least maintained by the females up to the six month follow­
up stage.
The changes for the females suggest that, irrespective of earlier findings concerning gender 
differences in styles o f coping, that at least the females, can be trained to develop healthier 
coping strategies by, for example, learning time, stress and anger management, 
assertiveness training and developing better work/life balance. Murphy (1 984) reinforced 
this saying that learning to manage stress was more effective where it was seen as part of 
health promotion, i.e. learning improvements in coping strategies, rather than specific 
stress reduction methods. But he suggested that healthy strategies for coping with stress 
only minimise stress when they are allowed to work. So for example, if an organisational 
structure does not provide sufficient autonomy for ‘Rational action’ to be functional, such 
as allowing the worker control over his/her working time, then the worker can feel more 
stressed and may opt for the less healthy coping strategies o f say ‘Depressive or Passive’ 
responses. Rees and Cooper (1992a) suggested those who have a good measure o f control 
over their work would be less stressed. Thus individual-orientated approaches to stress 
management, like counselling, will usually work more effectively if it is linked to changes 
in the organisational structure, such as flexible work hours, which the females would be 
more likely to demand, though both males and females, would benefit from such flexibility 
(Landsbergis, 1988).
In the ‘W ell-being’ study the females were significantly more likely than the males to use 
‘Palliative’ response e.g. using a hobby or pastime to deal with the stress, or as a way of 
distracting oneself with other activities. This can be view negatively or positively as a way 
of dealing with stress i.e. achieving better work/life balance, so taking the pressure off 
work to provide an individual’s sense o f self-value or worth, or use hobbies or pastimes to 
distract oneself with other activities, or seek ways to alleviate the problem without dealing 
with it (Hammond et al, 1992; Lazarus and Folkman, 1984). When comparing the results 
for the counselling sample there was no difference between the genders for their use o f this 
coping strategy at any stage of the study. But while the females came to counselling with a 
mean score for ‘Palliative’ response that was significantly lower than the baseline mean,
255
the males came with a level that was higher than the baseline mean but not significantly so. 
This would suggest that the males coming for counselling tended to be healthier in this 
aspect than the males in the baseline mean sample, if it can be said that the use of  
‘Palliative’ response was a way to achieve better work/life balance.
There were certain interesting issues involving the coping strategy o f ‘Social support’ . Use 
o f social support is seen as a positive coping strategy allowing for a deflection of focus 
from the working environment to the development o f better work/life balance, by way of  
interacting with different groups of people who reflect for the individual a greater variety 
of his/her self-value or self-worth than one that is only focussed on their worth and value at 
work. Etzion and Pines (1981) and others have suggested that women tended to seek help 
and social support more effectively than men (Etzion and Pines, 1981; Jick and Miz, 1985; 
Pearlin and Schooler, 1978; Rees and Cooper, 1990; Rosenfield, 1980;). From experiences 
in the counselling setting it would seem to be apparent that females tend to be better at 
building and maintaining good life balance than the males. This was certainly the case in 
the findings from the baseline sample in that the females scored a significantly higher 
mean for the coping strategy o f ‘Social support’ than the males.
However, while the females in both the baseline and the counselling samples had 
significantly higher means for the use o f ‘Social support’ than the males; both genders 
came at the pre-treatment stage with significantly higher means for this coping strategy 
than the baseline mean and though improvements were seen through the different stages of  
the study, the subjects mean response level (irrespective of gender) stayed significantly 
higher than the baseline mean. This finding was somewhat surprising as it seems to 
indicate that for this coping strategy that those coming for counselling, both the males and 
females, scored significantly better means than the baseline sample and hence were 
healthier in their use o f this response than the normative population. This coping strategy 
of using ‘Social support’ was helped by the counselling process for most groups examined 
and even though most came with levels significantly higher than the baseline means, they 
continued for the most part to improve on this level. Though the females who came for 
counselling had a mean score for ‘Social support’ which was significantly higher than the 
males at the pre-treatment stage, by the post-treatment and follow-up stage there was no- 
longer a significant difference between the genders.
Thus, while the males came with a significantly higher mean for use o f ‘Social support’ as 
a coping strategy than the baseline norm for the males; they seemed to have benefited the
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most, bringing them on par with the females by the end of the counselling process. This is 
reflected by the above average effect sizes for the males for the changes at both the post­
treatment and follow-up stages. This would suggest that at least for the coping strategy 
variable of the use o f ‘Social support’ , unlike most other variables, the males were able to 
benefit from the counselling to improve on this strategy and to continue to improve up to 
the follow-up stage. Thus, whereas, for ‘Rational actions’ the females were able to learn to 
bring their means up to that of the males such that there was no longer any significant 
differences between the genders, the reverse was true for ‘Social support’ where it was the 
males who gain most and had developed the skill and were able to reach a point at both the 
post-treatment and the follow-up stages where their means were no-longer significantly 
different from the females. It can perhaps be said that the counselling produced little 
effective change with respect to this coping strategy for the females as they were already 
better skilled with using this strategy than the males.
It should also be noted here, that the concept of clinically significant change was not useful 
as the mean for those coming to counselling was already higher than the norm and 
improvement meant that the mean became even more significantly higher than the baseline 
mean. But the concept o f reliable change was still useful and here it was seen that by the 
follow-up stage 66 .7%  o f the males and 70%  of the females achieved this for this coping 
strategy. Further, it would seem that the greater the likelihood o f using ‘Social support’ as 
a coping strategy, could be seen as a good tool with which to indicate the likelihood of 
someone from the normative baseline population being able to think about seeking help 
from counsellors. The question here was; how was it that those with higher ‘Social 
support’ levels than the norm would seek out counselling help? It could be suggested that 
counselling may be seen as an extension o f their skills in using this strategy. This would 
tend to agree with those who said that brief therapy would tend to be successful where 
there is a history o f successful social interactions (Burlinggame and Fuhriman, 1987; 
Lambert et al, 1986; Steenbarger, 1992). This is to suggest that those who were poor in the 
use o f this coping strategy were perhaps less likely to use counselling as means o f dealing 
with their problems.
It should be borne in mind, with respect to the coping strategy o f using ‘Social support’, 
that those coming for counselling, came with mean levels for this strategy that were 
significantly higher than the baseline norm and continued to improve on that through the 
counselling process, so the desired change would be for the mean not to drop to that of the 
baseline norm which was already significantly lower than the mean o f the subjects at the
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pre-treatment stage. This would concur with those who argued that good social 
relationships were essential for both individual and organisational health (Cooper, 1981; 
Sauter et al, 1992) and poor interpersonal supports would lead to poor mental health and 
greater work stress (Beehr and Newman, 1978; Davidson and Cooper, 1981; Pearse, 1977; 
W arr, 1992). Thus it was seen that poor mental health correlated with high means in most 
o f the work stress factors and good mental health correlated with the good use of ‘Rational 
actions’ and ‘Social support’ i.e. higher mean scores for both (see appendix A 21).
Within the baseline sample it was seen that the females were significantly more likely to 
use depressive responses as a coping strategy, such as bottling up feelings, and feel 
powerless to effect change or take control of one’s situation. This is supported by many 
other findings that showed females were significantly much more likely to cope with stress 
with depressive responses than the males (Aneshesel et al, 1981; Cleary and Mechanic, 
1983; Cooper and Davidson, 1982; Etzion and Pines, 1981; Gove, 1979; Haynes and 
Feinleth, 1980; Karasek et al, 1981; Levenson et al; 1983; Pearlin and Schooler, 1978; 
Rosenfield, 1980). However, this was not the case for the males in this counselling sample, 
for although the males came with higher levels for ‘Depressive’ response than the females 
the difference was not significant, and the differences were not significant at any of the 
stages o f the study. Y et in other studies females were seen as having significantly poorer 
mental health than males (in addition to the above authors; Kessler and M cRae, 1981; 
Weinstein andZappert, 1980).
The question here is that there may not be differences between the genders, in depression 
or mental health of the counselling subjects but there maybe in the general population, or 
as found here, in the baseline sample. Not only this, but as found by many studies, 
including this one, improvements in mental health and ‘Depressive’ response correlated 
with improvements in work functioning and with most of the work stress factors (see 
appendix A 21) (Firth and Shapiro, 1986; McDonnell Douglas Corporation EA P audit, 
1989; Mintz et al, 1992; Wells et al, 1989; Worrall, 1999). However, like many of the 
other variables, there was a mean improvement for the males to post-treatment for 
‘Depressive’ response but this was apparently lost by follow-up, whereas the females 
continued to improve to follow-up. This may be because, as suggested by others, males 
tend to use coping strategies which may be only effective in the short-term (looking for the 
quick fix -  solution focussed {Jick  and Miz, 1 9 8 5 }), and in fact this strategy, it has been 
suggested by Jick and Miz (1985), may be the cause of them being more prone to serious 
illness. However, it should also be pointed out that by the follow-up stage, the mean effect
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size for the change was very good for the males at .73 with 75%  showing improvement at 
some level and 33.3%  showed clinically significant change, though 58 .3%  o f the females 
produced this at this stage. Nevertheless, this certainly underlines the contention that 
gender is an important moderator with respect to coping responses to stress (Beehr and 
Schuler, 1980), but does not support the view that males possess better psychological 
attributes as suggested by Folman and Lasarus (1 9 8 0 ) and Karasek et al (1981).
In the baseline sample the females were more likely to use ‘Em otive’ response than the 
males, for example, shouting at colleagues, spouse or family when upset and stressed. This 
was also the case at the pre-treatment and post-treatment stages, but at the follow-up stage 
there was no significant difference between the genders. The females started at a higher 
mean level for this response and while the males were also able to reduce their levels o f  
responding with this coping strategy, the females benefit most from the counselling in 
reducing their mean level to that of the baseline population and to maintain and improve on 
that by the follow-up period. Here again was an example of the males improving a great 
deal at the post-treatment stage where 56.7%  produce clinically significant change, but by 
the follow-up stage this dropped to 33.3% .
Many other findings have indicated that females have significantly poorer mental health 
than males (Aneshensel et al, 1981; Cleary and Mechanic, 1983; Cooper and Davidson, 
1982; Haynes and Feinleth, 1980; Karasek et al, 1981; Kessler and M cRae, 1981; 
Rosenfield, 1980; Weinstein and Zappert, 1980). These findings first would tend to 
confirm this, but they also show, with counselling, that the females had a capacity for 
significant change in their coping strategies both after counselling and to maintain or 
improve on that change at least six months later, e.g. with ‘Rational actions’, ‘Depressive 
and ‘Em otive’ responses.
The opposite effect was found for the coping strategy of ‘Passive’ response, an example o f  
which may be to have a drink and hope the problems will go away. The opposite effect was 
that, in both sample groups (the baseline and counselling samples), the males were 
significantly more likely than the females to cope using this response. In the baseline 
‘W ell-being’ sample, alcohol consumption for the males correlated very positively with 
‘Passive’ response. For the counselling sample both males and females consumed 
significantly more alcohol than the matching group in the baseline sample. But in the 
counselling sample for the males, only ‘Passive’ response correlated also with alcohol 
consumption. For the females, alcohol consumption correlated with all the coping
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strategies except ‘Rational action’ and ‘Palliative’ response. This would suggest that 
m ales’ coping strategies also include non-focussed or non-constructive coping methods to 
deal with stress. Johnson (1982) noted that it was indeed an observation that males have 
higher rates of problem drinking, though he did also observe that married employed 
women had significantly higher rates o f problem drinking that single working women.
Unfortunately while the males did improve with respect to ‘Passive’ response coping 
strategy at the post-treatment stage, with over 58%  showing clinically significant change 
but this was hard to sustain through to the follow-up stage where this percentage dropped 
to 20% . For the females the proportion who achieved clinically significant change at both 
stages was about consistently around 43% , but as the females mean starting point was not 
significantly different from the baseline mean then it would not be expected that this 
percentage would be very high. Thus the counselling process was not particularly 
successful in promoting change at least to the follow-up stage, especially for the males for 
the coping strategy of ‘Passive’ response.
Thus to summarise, those coming for counselling, both the males and females were high in 
the use o f ‘Social supports’ and ‘Depressive’ responses. The latter is maybe not surprising, 
and the former was maybe why they thought to use counselling as a means of dealing with 
their stresses. Nevertheless, the effectiveness o f the counselling process varied.
The females were helped to improve their skills in responding with ‘Rational actions’ and 
were able to sustain the change at follow-up. They were also able to reduce the level in 
which they responded with ‘Depressive, Emotive and Passive’ responses and were also 
able to sustain this change or improve on it by the 6 months follow-up. Counselling did 
not seem to help to produce any significant change for the females for using ‘Palliative’ 
response or ‘Social supports’ , although they were already high on these two coping 
strategies, so maybe much change would not be expected.
In contrast, the males seemed to have been helped less by the counselling process in that 
the only coping strategy where improvement was found and which was sustained at 
follow-up was that o f  ‘Social support’. They were already higher than the norm for this 
strategy and were still able to benefit from the counselling in this. The males were also 
helped by counselling to lower their ‘Depressive and Passive’ responses but unfortunately 
this improvement did not seem to have been sustained by the follow-up stage. The males 
were not helped to increase their ‘Rational action’ , as perhaps they were already high on
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this strategy and there was little change in their level of coping using the ‘Em otive’ 
response, perhaps again because they were low in this response and not very different from 
the males in the baseline sample.
10.3.15 Coping strategies - Age differences
When the subjects were put into two main age groupings of 16-35 and 3 6 -6 4 + , the younger 
age group o f 16-35 year old, came with levels for all the coping strategies that were 
significantly different from the baseline mean, except for ‘Palliative response’ . But the 
counselling only produced change by the follow-up stage such that the means were no 
longer significantly different from the baseline mean for ‘Rational actions’ ; ‘Depressive, 
Emotive and Passive’ responses; and the change was only significant at the follow-up stage 
for this age group for coping strategies o f ‘Social support’ and ‘Depressive’ response, and 
there was a good mean effect size for the change for this age group at the follow-up stage 
for ‘Rational action’ .
Whereas for the older 3 6 -6 4 +  age group the counselling produced significant change such 
that the mean was no longer significantly different from the baseline mean for the coping 
strategies of ‘Rational actions’, ‘Palliative and Em otive’ responses; and the change was 
also significant for ‘Depressive response’ and ‘Social support’ . There was no significant 
change for ‘Passive’ response but then this age group’s mean level for this coping strategy 
was not significantly different from the baseline norm at the pre-treatment stage. The 
younger age group 16-35 came to the counselling with significantly higher mean levels 
than the 3 6 -6 4 +  age group for coping strategies o f ‘Emotive and Passive’ responses and for 
this age group the counselling produced significantly greater effect sizes for the change in 
‘Rational actions’ than the older 3 6 -6 4 +  age group.
W hat this suggests is that although the age group 3 6 -6 4 +  came with higher levels of stress 
than the younger age group of 16-35 year olds, the younger age group came with 
significantly poorer coping levels for ‘Emotive and Passive’ responses and that they were 
not able to produce significant change for these coping strategies as a result o f the 
counselling. Thus it would seem that the older age group were able to effect more change 
than the younger age group. Though as indicated above the majority o f the users of the 
counselling service were in the older 3 6 -6 4 +  age group. This suggests that the older group 
were less likely to respond to stress by shouting/arguing with colleagues/partners or 
family, or to try to drink their problems away. It should also be noted that the findings 
were also that ‘weekly alcohol intake’ correlated with ‘Passive’ response. This would
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suggest that the younger age group were more likely to use drink, as an example o f a 
passive response, to deal with their stresses, and were not able to change the likelihood of 
responding in this way as a result of the counselling. The fact that the older age group, as a 
group were able to produce significant change should be seen in the light that when people 
go to their GPs as gatekeepers for counselling services, the GPs see that those who are the 
most suitable for therapy were those who were in the younger age groups (Wright, 1992).
10.3.15 Coping strategies - Gender/age differences
With respect to coping strategies in the baseline sample, the 16-35 year old males were 
significantly more likely to respond to stress using ‘Emotive and Passive’ responses than 
the older 3 6 -6 4 +  year old males; and the younger females were significantly more likely to 
respond with ‘Em otive’ responses than the older 3 6 -6 4 +  year old females, who themselves 
were significantly more likely to respond with ‘Rational actions’ than the 16-35 year old 
females.
The 16-35 year old females were significantly more likely to respond to stress with 
‘Palliative’ responses; ‘Social support’ ; and ‘Depressive and Em otive’ responses when 
compared to the equivalent age group o f males. For the males only the 16-35 year old 
males were significantly more likely to respond with ‘Rational actions’ and ‘Passive’ 
responses than the females aged 16-35 years. Thus the suggestion that males employ more 
effective response repertoires for controlling stress (Etzion and Pines, 1981; Pearlin and 
Schooler, 1978) would seem to be valid at least for the 16-35 year old males. The 16-35  
year olds males were also significantly more likely to respond using ‘Passive’ response 
than the older males. This last coping strategy correlated for this age group of males with 
‘weekly alcohol intake’ .
The results also lent support to the view that females of all ages were better at using 
‘Social support’ than the males and the differences in the use o f this coping strategy were 
as a result of gender as opposed to age variations (Etzion and Pines, 1981). But these 
comparisons could not be made for the counselling group as the 16-35 year old males were 
under represented, all that was observed that the females o f that age group came to the 
counselling with significantly higher means for the use o f ‘Palliative’ response than the 36- 
6 4 +  females.
But for the 3 6 -6 4 +  year old males, the counselling produced significant change in the use 
of ‘Depressive’ response to the post-treatment stage and for the use o f ‘Social support’
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even to the follow-up stage, whereas for the 3 6 -6 4 +  year old females there was significant 
change as a result o f  the counselling for ‘Rational actions’; ‘Social support’ (only to post­
treatment) and ‘Depressive and Em otive’ responses to the follow-up stage.
This again supports Bunce’s suggestion that stress and the coping strategies used are 
influenced by not only the gender of the subjects but also their ages (Bunce, 1997). This 
also indicates that the experience o f stress, methods o f coping with it and ability to change, 
changes with age; and here the finding seems to indicate that the older groups have more 
ability to make use of counselling to effect change. All the above lends support to the idea 
that not only is gender a modifier with respect to coping strategies in response to work 
stress but age and gender interactions are also modifiers to the above responses etc.
10.3.16 Coping strategies - Professional status
From the above it can be seen that the coping strategy responses to stress vary depending 
on the demographic variables, particularly gender and age. However, it has been suggested 
by a number o f papers that another critical factor may be around locus o f control. Many 
papers have suggested that there were gender differences in the experience and reactions to 
stress (Buck, 1972; French and Caplan, 1970, 1972; Karasek, 1979; Margolis et al, 1974; 
Payne and Hartley, 1987; Rees and Cooper, 1992a; Spector, 1986). But Folkman and 
Lazarus (1980), found no gender differences. What they pointed out was that no 
differences were found when both genders were in similar environments. For this reason 
this data was examined for differences between a further two sub-groups i.e. whether the 
subjects was in a group classified as having a professional status and those who could be 
seen as having a non-professional status.
When looking at the levels for the various coping strategies, in the baseline sample there 
was little difference between the age groups and professional status of the respondents in 
their methods of coping with stress. Here the critical differences seem to be gender 
specific particularly for the non-professional group, in that the females were more likely 
than the males to use ‘Palliative, Depressive and Em otive’ responses and ‘Social support’ . 
There were generally no gender differences in the use of ‘Rational actions’ or ‘Passive 
responses’ except that the younger 16-35 year old males amongst the non-professional 
group were more likely than the females within this group to use these last two coping 
strategies as a way o f dealing with their stresses.
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Controlling for age group (3 6 -6 4 + ) and specific professional groups (e.g. managers and 
teachers), the results for the baseline study generally supported the overall results 
particularly for the teachers. But for the managers, there were no significant differences 
between the ways the genders coped with stress for any of the coping strategies. This last 
result supported the view that the gender difference does not exist when controlled for 
professional status, but maybe this was true just for this high stressed group of the 
professionals i.e. managers (Folkman and Lazarus, 1980).
However, there were still gender and professional status differences in the effects of  
counselling. With respect to the counselling subjects, the professional males were able to 
reduce their mean so that it was no longer significantly higher than the baseline norm for 
‘Rational actions’ but were only able to produce significant change at the post-treatment 
stage for ‘Palliative response’ as this change was lost by the follow-up stage. The 
exception was for ‘Social Support’ where they came with a similar mean to that of the 
baseline sample and improved on that, to obtain significant mean change, to at least the 
post-treatment stage and, although they lost some o f the gains by the follow-up stage, the 
mean at that stage was still significantly higher than the baseline mean. This indicated that 
this was one concrete area where at least the professional males benefited from the 
counselling process.
With respect to the professional females in the counselling sample, the two coping 
strategies where they were able to produce significant change up the follow-up stage, was 
for ‘Rational action’, bringing them in line with the mean levels o f their males 
counterparts, and with ‘Depressive response’ where the change was even more significant. 
This also therefore indicates that these are the areas where counsellors would do well to 
focus on for the professional females, particularly ‘Depressive response’ as this study, as 
well as others, have shown that depressive response/mental health correlated well with 
changes in most of the work stress factors as well as changes in the measures work and 
personal functioning (Firth and Shapiro, 1986; McDonnell Douglas Corporation EAP  
audit, 1989; Mintz et al, 1992; Wells et al, 1989; Worrall, 1999). This was in contrast to 
the non-professionals who were only able to produce significant change for ‘Depressive, 
Emotive and Passive’ responses to the follow-up stage. The males in this group were 
under represented thus gender differences analyses were not viable.
This indicates that professional status at least for the males was an important variable 
affecting the areas that a male is likely to benefit from counselling and how effective it
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might be in the long-term to produce more permanent change. From  the baseline study, 
work stress also affected more the older non-professional males than the same age group of  
females. This, it was suggested, was because they might expect themselves to have more 
control of their work ((Payne and Hartley, 1987), but do not, so feel the frustration more, 
so, for example, depression will be the key area that they would want to focus on and their 
reaction to that i.e. ‘Passive’ response. But they experienced more difficulties maintaining 
change in those areas, as the males did across many of the variables examined. It is 
suggested that as the professional males seem to be able to maintain change in the use of  
‘Social support’ and as work focussed males tend to sacrifice this area in their work/life 
balance, that this should be the area that counsellors can be more effective in facilitating 
change with their professional male clients.
Thus with respect to the professional status of the subjects the above illustrates that for 
certain groups the status o f the subject was important. The 3 6 -6 4 +  year old non­
professional males experienced significantly more stress than the females in the same 
group. The results from the counselling sample, showed again that there were underlining 
the gender differences in responses even when controlled for professional status. So the 
gender differences were consistent with respect to the degree of change i.e. how long 
lasting the change was, irrespective o f the professional status. But the professional status 
affected where the change occurred.
W hen looking at the levels for the various coping strategies, in the baseline sample there 
was little difference between the age groups and professional status of the respondents in 
their methods of coping with stress. Here the critical differences seem to be gender 
specific, particularly for the non-professional group. But the change as a result o f the 
counselling for the coping strategy ‘Social support’ was the one area where the 
professional males were able to gain significant change and to sustain it up to the follow­
up stage, this was in contrast to the non-professional males who were only able to produce 
significant change for ‘Depressive and Passive’ responses to the post-treatment stage but 
were not able to maintain this benefit, to the follow-stage. This indicates that professional 
status at least for the males was an important variable affecting the areas within which a 
male is more likely to gain some benefit from counselling.
10.3.17 Coping strategies -  summary
In summary, with respect to coping strategies the gender differences that were found in the 
‘W ell-being’ study manifested themselves again within the counselling sample. Both
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genders came to counselling with significantly lower levels for ‘Rational actions’ than the 
baseline sample. In the baseline sample the females showed a significant tendency to use 
more ‘Palliative’ methods o f coping than the males, i.e. seek ways to alleviate the problem 
without dealing with it. W omen also showed they would used their ‘Social supports’ more 
than men. Further the females would tend to react with depression or more emotively, like 
taking it out on a partner/spouse, more often than the males, though the men showed they 
are more likely to react passively than the women, i.e. have a drink and try to forget about 
it.
This pattern o f responses was echoed in those coming for counselling, though those 
coming for counselling differed from the baseline sample population in some very clear 
ways. As with the ‘W ell-being’ sample, the male counselling subjects came with a 
significantly higher mean level for responding with ‘Rational actions’ than the females but 
by the post-treatment and the follow-up stages the gender differences had disappeared. For 
the coping strategy o f ‘ Social support’ the opposite was tme, i.e. the females came with 
significantly higher mean levels for using this strategy but by the follow-up stage the males 
had improved such that there was no-longer any significant difference between the 
genders. But overall the counselling sample came with significantly better levels o f coping 
for strategy ‘Social support’ than the baseline population and continued to improve on that 
level as a result o f the counselling.
The counselling overall had no significant affect on changing the mean level of use o f the 
coping strategy o f ‘Passive’ response for either gender. For the males ‘Passive’ response 
correlated with alcohol consumption, but alcohol consumption for the females correlated 
with all the other coping strategies except ‘Rational action’ and ‘Passive’ response. This 
study, in agreement with many other studies, found that improvements in mental health 
and ‘Depressive’ response correlated with improvements in work functioning and with 
most o f the work stress factors. But overall this study certainly underlines the contention 
that gender is an important moderator with respect to coping responses to stress.
With respect to age although the age group 3 6 -6 4 +  came with higher levels o f stress than 
the younger age group of 16-35 year olds, the younger subjects came with significantly 
poorer coping levels for ‘Emotive and Passive’ responses and that they were not able to 
produce significant change for these coping strategies as a result of the counselling. Thus it 
would seem that the older age group were able to effect more change than the 16-35 year 
olds. The findings would also suggest that the younger age group were more likely to use
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drink, as an example o f a passive response, to deal with their stresses, and were not able to 
change the likelihood of responding in this way as a result of the counselling.
When gender and age were examine together, in the baseline sample, the 16-35 year old 
males were significantly more likely to respond to stress using ‘Emotive and Passive’ 
responses than the older 3 6 -6 4 +  year old males; and the younger females were 
significantly more likely to respond with ‘Em otive’ responses than the older 3 6 -6 4 +  year 
old females, who themselves were significantly more likely to respond with ‘Rational 
actions’ than the 16-35 year old females. The 16-35 year old females were significantly 
more likely to respond to stress with ‘Palliative’ responses; ‘Social support’ ; and 
‘Depressive and Em otive’ responses when compared to the equivalent age group o f males. 
For the males only the 16-35 year old males were significantly more likely to respond with 
‘Rational actions’ and ‘Passive’ responses than the females aged 16-35 years. The 16-35  
year olds males were also significantly more likely to respond using ‘Passive’ response 
than the older males. This last coping strategy correlated for this age group of males with 
‘weekly alcohol intake’ . The results also lent support to the view that females o f all ages 
were better at using ‘Social support’ than the males and the differences in the use o f this 
coping strategy were as a result o f gender as opposed to age variations.
For the 3 6 -6 4 +  year old males, the counselling produced significant change in the use of  
‘Depressive’ response to the post-treatment stage and for the use o f ‘Social support’ even 
to the follow-up stage, whereas for the 3 6 -6 4 +  year old females there was significant 
change as a result o f the counselling for ‘Rational actions’ ; ‘Social support’ and 
‘Depressive and Em otive’ responses to the follow-up stage.
When looking at the levels for the various coping strategies, in the baseline sample there 
was little difference between the age groups and professional status of the respondents in 
their methods o f coping with stress. Here the critical differences seem to be gender 
specific, particularly for the non-professional group. But the change as a result of the 
counselling for the coping strategy ‘Social support’ was the one area where the 
professional males were able to gain significant change and to sustain it up to the follow­
up stage, this was in contrast to the non-professional males who were only able to produce 
significant change for ‘Depressive and Passive’ responses to the post-treatment stage but 
were not able to maintain this benefit, to the follow-stage. This indicates that professional 
status at least for the males was an important variable affecting the areas within which a 
male is more likely to gain some benefit from counselling.
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Thus the results from the counselling sample with respect to coping strategies, showed 
again that there were underlining the gender differences in responses even when controlled 
for professional status. However, the gender differences were still consistent with respect 
to the degree of change i.e. how long lasting the change was, irrespective o f the 
professional status. But the professional status affected where the change occurred.
Nevertheless the study supports the suggestion that stress and the coping strategies used 
are influenced by not only the gender o f the subjects but also by other demographic 
variables e.g. age and professional status. This also indicates that the experience o f stress, 
methods o f coping with it and ability to change, change with age; and here the findings 
seem to indicate that the older groups have more ability to make use o f counselling to 
effect change. All the above lends support to the idea that not only is gender a modifier 
with respect to coping strategies in response to work stress but age, gender and 
professional status interactions also affect the responses.
Generally the changes were in line with the changes in levels o f work place stress, mental 
health and work and personal functioning, but what also became clear was that other 
variables, such as age, and professional status interacted with gender to give some varying 
results, particularly with respect to the efficacy o f the counselling. However, the gender 
differences were much more o f a controlling factor in the variability o f the effectiveness of  
the counselling process in changing the subjects’ coping strategies.
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1 1 . C o n clu sio n
11.1 Overview of key findings
This study set out to look at the effectiveness of brief therapy in an employee assistance 
programme (EAP) setting. As the use of a control group would not have been perceived as 
ethical in this commercial field, it was decided to obtain baseline normative measures from 
a random sample of the whole work force population. The counselling subjects came from 
the same organisational population used to obtain the baseline normative means.
The study was thus in two parts. The first part was carried out to obtain the baseline 
measures for work stress and coping strategies (among other measures not shown in the 
main body of this report). The second part examined the effectiveness of brief therapy in 
promoting change in those coming for counselling with respect to work stress, mental 
health, work and personal performance, and coping strategies. The study also looked at 
whether the brief therapy as offered by an employee assistance programme was cost 
effective. The study produced a number of key findings.
Firstly, from the baseline normative study (stage 1), it became clear that for work stress, not 
only did the males experience more stress than the females, but the kinds of stress 
experienced as most problematic to each gender, were different. The males particularly 
experienced more stress at work from factors arising from ‘Factor intrinsic to the job’; 
‘Career and achievement’ and ‘Organisational structure and climate’. But the factor which 
seemed to cause the most concern for the subjects as a whole was that which involved the 
employees trying to balance their involvements at work with their home life, i.e. the factor 
known as ‘Home/work interface’. For this factor there was no difference between the 
genders. It was also found that the relative experience of stress changed with age. 
Nevertheless, overall it was found that there were gender differences in the experience of 
stress. However, amongst those in the professional status group when controlled for age 
there were no gender differences but there were differences with respect to age for the 
professional males and for the non-professionals females. This would indicate that the 
experience of stress is less personality related, as suggest by many, and more related to the 
gender, age and professional status of the subjects.
Notwithstanding the above, the baseline study did find significant gender differences in the 
way males and females dealt with their stresses. The females took significantly more time 
off sick than the males. However, the cost of that sickness was not significantly different
269
as the males in each professional group earned significantly more than their female 
counterparts. But the males had significantly lower levels of ‘presenteeism’ than the 
female, suggesting that the males’ way of dealing with stress was to stay at work but not to 
function very well while being there. It was calculated that the lower levels of 
presenteeism for the males cost the organisation significantly more than the females and 
the overall cost of stress through sickness and lowered levels of presenteeism were 
considerable.
The baseline study found that there were also significant differences in the ways males and 
females coped with stress. The males favouring ‘Rational actions’ and ‘Passive’ responses 
(such as drinking more) and the females favoured ‘Depressive and Emotive’ responses and 
the use of ‘Social support’ .
In the second part of the study, where the effectiveness of the counselling process was 
examined, it was perhaps not surprising to find genders differences in responses to the 
counselling, given the baseline results showed clear and significant gender differences in 
coping strategies. But again for this sample the changes with respect to work stress, 
mental health, work and personal functioning and coping strategies were also dependent on 
the interaction of gender with age and professional status.
The gender proportions of those who came for counselling were fairly representative of the 
organisation as a whole, but tended to be aged 36-64+ and to be from the professional 
status group. This challenges the concept that those who were most likely to use 
counselling were young and female. The counselling sample also drank significantly more 
than the baseline norm.
Overall those who came for counselling took significantly more days off sick. This 
applied to both the females and the males. However, contrary to the findings from the 
baseline sample where there was a significant difference between the levels of sickness for 
the males and females (females having significantly more days off sick), for those coming 
for counselling there was no significant difference between the genders in their days off for 
sickness, nor was there when the genders were controlled for age.
The counselling subjects accounted for significantly higher sickness costs than the baseline 
sample, lower levels of presenteeism, and therefore higher costs for presenteeism and 
hence total stress costs. The higher sickness level was mostly from the females, aged 36-
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64+. But when the counselling group was controlled for age i.e. within the 36-64+  age 
group, the males cost significantly more for sickness and presenteeism than the females.
From the counselling sample this study showed that the counselling process improved the 
levels of stress for most of the various stress factors and thus for the ‘Total work stress’ at 
least by the follow-up stage. Amongst those who came for counselling the 36-64+  year old 
males came with significantly higher stress levels than the same age group of females for 
all the stress factors except for ‘Home/work interface’ where there was no significant 
difference. Overall the males gained much in reducing their stress to the post-treatment 
stage but lost most of the benefits of the counselling with respect to changes in work stress 
by the follow-up stage. The females were able not only to achieve significant 
improvements in their work stress levels through counselling, but in most factors were able 
to hold onto this improvement and benefit from at least the 6 month consolidation period to 
improve even more. The males were not able to do this. Thus gender seemed to be an 
important variable which affected the response outcome.
When ‘Home/work interface’ was examined, though altogether there seemed to be no 
gender differences in response, when age differences were examined together with gender 
in the baseline study, it was found that that the work stress factor ‘Home/work interface’ 
affected the females more than the males in the younger age group of 16-35 years of age, 
who were more likely to have younger children, but there were no gender differences for 
the older age group 36-64+, many of whom were in the professional work status group. 
The professionals themselves in the counselling sample were able only to produce good 
change at the follow-up stage for the factors ‘Home/work interface’ and ‘Total work stress’ 
but the non-professionals produced good effect sizes for their change at both post­
treatment and the follow-up stages. All the above indicates the importance of examining 
the demographic differences in order to show and understand response differences. It is 
worth noting too that the ‘Home/work interface’ was the work stress factor which was 
experienced most and that while counselling helped to reduce the level of stress for this 
factor particularly for the females, the level was not reduced such that the mean was no 
longer significantly different from the baseline norm as the start mean of the counselling 
sample was so much higher proportionally than the baseline mean. This factor was one of 
the most worrying for the subjects but was also the area that they reduce most via the 
counselling, particularly the females, but were not able to reach a point where the mean 
level for any group was no longer significantly different from the norm.
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The results underlined that the critical variable was gender as there were still gender 
differences in responses even when controlled for age or professional status i.e. the gender 
differences were consistent with respect to the degree of change i.e. how long lasting the 
change was, irrespective of the professional status. But the professional status affected 
where the change occurred. Some studies have suggested that the experience and responses 
to stress were a function not only of a situation but the belief the individual had in their 
ability to control the situation, individual intelligence, experience and education. This 
study challenged this view not only from the findings within the baseline study where 
younger non-professional females were more stressed than the older non-professional 
females and where the reverse was true for the non-professional males, but also for the 
counselling sample. In this sample it was the non-professional females who produced good 
change as a result of the counselling for more factors than the professional females by the 
follow-up stage. This might have been because the non-professionals could learn from the 
counselling process to be in more control of their lives but the professionals felt whatever 
they learnt, because of their responsibilities, they were still not able to exert sufficient 
control over their own working lives.
With respect to cost effectiveness, these results show very clearly how it would be 
important in examining such data by looking at the genders separately and to use several 
tools for recording the change, for example, without the presenteeism measure the results 
would seem to show that providing males with counselling did not serve the organisation 
very well with respect to cost. However, what this study found was that the genders 
responded differently and overall the data showed that the counselling was cost effective 
for both genders even though what changed depended on the gender being examined. 
Thus for these subjects the counselling process was cost effective in reducing the ‘Total 
work stress’ and increasing the levels of presenteeism of the subjects as a whole, but it 
was even more beneficial for the females, certainly by the follow-up stage. The males 
benefitted more by increasing their levels of presenteeism. Therefore it can be said that 
these findings suggest that the counselling process was cost effective to varying degrees 
irrespective of the way the saving was calculated.
When comparing the genders for mental health and personal functioning there were no 
significant differences between the genders, at the pre-treatment stage, whereas for work 
functioning the males showed they were performing at a level that was significantly worse 
than the females (scoring significantly higher means), which was consistent with the 
findings concerning the more specific work stress factors. On examining the mental health
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measure, the counselling subjects came to the therapy with mental health levels that were 
significantly higher than that of the norm. Those who benefited most from the counselling 
by improving their mental health immediately after treatment were the males as shown 
particularly by their higher mean effect sizes for the change and the proportion who 
achieved clinically significant and reliable change, as compared with the females. The 
mean effect sizes for all groups were relatively high and the proportions achieving change 
were high. However, only the non-professionals and 16-35 year old groups were able to 
increase their mean mental health levels such that by the follow-up it was no longer 
significantly lower than the norm. The professional males for this measure showed a 
different trend as compared with the results for other variables in that they showed an 
improved mean effect size at stage 4 (the follow-up stage) and unexpectedly this was 
higher than that of the females at this stage.
Thus, within this variable the males showed the best mean improvement and were 
unusually able to hold onto that change at least up to the six month follow-up stage and at 
the pre-treatment and follow-up stages there were no significant differences between the 
genders. But like many of the other variables the mean mental health of the males at the 
post-treatment stage was significantly higher that of the females. Thus with respect to 
mental health the counselling helped to produce equal improvement for both the males and 
females, but because all the counselling subjects came with significantly lower levels of 
mental health as compared with the baseline norm, with the exception of the 16-35 year 
olds and the non-professionals, the counselling process was still not able to bring the mean 
levels for mental health for the subjects overall to the point where it was no longer 
significantly different from the baseline norm, though the percentage who achieved 
clinically significant and reliable change was high at 50%.
Further, the subjects also came to counselling with work functioning levels that were 
significantly poorer than the norm and while the counselling produced significant change, 
only the females were able to improve on their levels and by stage 4 their levels were no 
longer significantly higher than the norm where as the males while producing good 
significant change at the post-treatment stage they were not able to maintain this by the 
follow-up stage. All groups were able to improve their personal functioning at both stages 
of the study and by the follow-up stage the mean level for most groups was such that the 
levels were no longer significantly higher than the norm and nearly all groups (other than 
the professional males at stage 4) were able to produce above average mean effect sizes for 
the change at both stages 3 and 4. So the counselling was effective in producing change
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for both genders in personal functioning, but as with other variables, one group of males, 
i.e. the professional males, were not able to maintain that change to the follow-up stage. 
But overall the study found that the counselling process was effective in producing 
significant change with respect to mental health, work and personal functioning.
However, the question this study wished to address was not that the counselling process 
was helpful in producing change per se but where the counsellors could focus their work in 
order to promote change within the above variables. The analyses of the work stress 
factors, mental health, work and personal functioning does not exactly allow for this. 
Thus, the need to look at the coping strategies of the subjects with the proposal that these 
would allow for more detailed analyses concerning the effects of the counselling process 
on changing/improving coping strategies. The idea was that changes in coping strategies 
were perhaps the critical aspect in dealing with stress and is the area where counsellors can 
be most effective in promoting change and hence the experience of stress in the work place 
and the consequential levels of mental health, work and personal functioning.
It is when the coping strategies were examined that the differences in gender responses 
became clearer. In the ‘Well-being’ study it was found that the male respondents would 
cope with stress with more ‘Rational actions’ than the females, whereas the women would 
used more ‘Palliative’ methods of coping than the men, i.e. seek ways to alleviate the 
problem without dealing with it. Women would also used their ‘Social supports’ better 
than men, but the females would also tend to react with ‘Depressive’ or ‘Emotive’ 
responses, like taking it out on a partner/spouse, more often than the men, though the males 
showed they are more likely to react with ‘Passive’ response than the women, i.e. have a 
drink and try to forget about it.
This pattern of response was echoed in those coming for counselling, though these subjects 
differed from the baseline sample population in some very clear ways. Both the males and 
females came, as might be expected, with considerably higher levels for ‘Depressive’ 
response than the baseline population. The females came with much higher levels for 
‘Emotive’ response and the males with higher ‘Passive’ response. An interesting 
observation is that within the counselling sample, as with the baseline sample, the males 
also came with a significantly higher mean score for ‘Rational actions’ than the females 
but by the follow-up stage the females had leamt from the counselling such that there then 
was no longer any significant difference between the genders.
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One of the most interesting differences between the baseline and counselling samples, was 
that both the male and females who came for counselling scored means for the use of 
‘Social support’ as a coping strategy, which were significantly higher than the baseline 
mean. It was suggested that it may have been their ability to use this coping strategy i.e. 
being able to talk to someone about their problems, which allowed them to consider using 
and to use the counselling service. Both groups continued to improve in this coping 
strategy as a result of the counselling though the males improved more such that by the 
follow-up stage there was no longer a significant difference between the genders. This 
raised the question as to whether being able to use the coping strategy of ‘Social support’, 
was an indicator of the likelihood of someone being able to use a counselling service given 
the significantly higher mean scores of the counselling subjects over the baseline sample, 
or put another way, those who struggle to use social supports, it would appear, would be 
less likely to use a counselling service.
The study found, particularly for changes in the coping strategies, that the effectiveness of 
the counselling process varied in relation to the gender of the subjects. The females were 
helped to improve their skills in responding with ‘Rational actions’ and were able to 
sustain the change at follow-up. They were also able to reduce the level in which they 
responded with ‘Depressive and Emotive’ responses and were also able to sustain this 
change or improve on it by the 6 months follow-up. Counselling did not seem to help to 
produce any significant change for the females for using ‘Palliative’ response or ‘Social 
supports’, although they were already high on these two coping strategies, so maybe much 
change would not be expected.
In contrast, the males seemed to have been helped most by the counselling process in 
promoting and sustaining at follow-up the use of ‘Social support’ and with reducing the 
‘Depressive’ response. They were already higher than the norm for ‘Social support’ and 
were still able to benefit from the counselling in this. The males in counselling were not 
helped to increase their ‘Rational action’, as they were already high on this strategy and 
there was little change in their level of coping using the ‘Emotive’ response, perhaps 
because they were already low in this response (i.e. better at not using emotive response as 
a way of coping, e.g. did not shout at people as much as the females when stressed) and 
this groups’ response was not very different from the males in the baseline sample. The 
males were also helped by counselling to lower their ‘Depressive’ response and by the 
follow-up stage the males were able to produce good effect size for the change for this 
coping strategy. Thus the counselling was able to produce considerable benefit to the males
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and females coming for counselling with respect to lowering the levels of coping with 
stress by way of responding with depression i.e. feeling powerless to do anything about 
one’s circumstances.
With respect to ‘Emotive’ response, the counselling treatment had a strong positive effect 
for this coping strategy on the females but not for the males whose mean response levels at 
any stage of the study was not significantly different from the baseline norm. However, 
for those who did come with levels that were significantly different from the baseline 
norm, a higher percentage of males compared with the females improved enough to 
produce clinically significant and reliable change.
Overall, very few groups experience sufficient change for ‘Passive’ response, as a result of 
the counselling, to produce above average mean effect sizes. Thus the counselling for the 
coping strategy of ‘Passive’ response e.g. having a drink and hoping the problem will go 
away, seems to have had limited effect in producing a significant reduction or change for 
this group of subjects.
Thus the counselling was effective in promoting change for a good percentage of the 
clients but the effects were found to be sensitive to gender, age and professional status 
interactions. This interaction, both for the experience of stress, mental health, work and 
personal functioning and the coping strategies and the variation in the effects of these 
variables on the effectiveness of counselling, has not been well examined in previous 
studies. The results also suggest which coping strategies for which gender/sub-groups are 
more susceptible to change and hence it is suggested that these result may help 
counsellors/therapist to be more focussed on the areas that particular groups may find 
easier to effect changes in.
But, in sum, the most important findings of this study were that the concept of stress, the 
reaction to it and the ways to cope with the stress vary with respect to gender. Further, and 
maybe as a consequence, the responses to counselling were affected primarily by gender. 
Also, importantly it was seen that the overriding gender difference was in the response to 
counselling where, with the exception of ‘Depressive’ response, ‘Social support’ and 
mental health; the males gained a great deal from the counselling by the post-treatment 
stage but were not able to sustain this improvement to the follow-up stage. In contrast the 
females were not able to gain as much overall, from the counselling process, by the post­
treatment stage but were able to continue to improve up to the follow-up stage.
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11.2 Research questions
The key research questions that this study looked to address were:
1. Was the brief therapy, as offered in this EAP, effective in producing change in 
levels of work stress, mental health and coping strategies?
The research demonstrated that the EAP (Employment Assistance Programme) was 
effective in producing change in the levels of work stress, but how much so depended on 
the factor being examined and for which subject group as the effect was affected mostly by 
gender differences but these differences also interacted with age and professional status 
levels. The work stress factor that concerned both genders equally was ‘Home/work 
interface’ . The counselling help to improve the stress levels for this factor for both genders 
but the level which was high to start with, did not reach a level where the mean was no 
longer significantly higher that the norm. The mental health was improved considerably for 
both genders by the counselling by the follow-up period even if the levels of stress did not 
seem to change much, that is the subject were still stress but seemed to be coping better 
with it. Thus the counselling seemed to be effective in changing the coping strategies of 
the subjects particularly where their skills in that area were not great. Thus the males were 
able to improve on their use of ‘Social support’ and to reduce their ‘Depressive’ response 
and the females were able to improve on their use of ‘Rational actions’ and reduce 
‘Emotive’ responses. The change as a result of the counselling changed the males such 
that their mean level of response for the use of ‘Social support’ was no longer significantly 
different from the females, and they were able to sustain this improvement to the follow-up 
stage. Likewise the females were able to improve on their use of ‘Rational action’ such 
that their mean level of response was no longer significantly different from that of the 
males at the follow-up stage when it had been at the beginning of the counselling process. 
Both genders came with mean levels for the use of ‘Social support’ that were significantly 
highenT>etter than the baseline norm and both genders improved on the use of this coping 
strategy up to the follow-up stage. Neither gender was helped by the counselling process 
to promote significant change in the use of the ‘Passive’ response.
2. Was the service cost-effective?
The study calculated the cost of sickness, total stress and presenteeism to the organisation 
from the baseline ‘Well-being’ study using the actual salary levels of the participants of the
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study. The same calculation was produced for those coming for counselling at the 
beginning of their counselling and the cost saving with respect to the reduction of work 
stress levels and increased in rate levels of presenteeism produced cost saving figures. The 
saving was different depending on the gender as the males and females responded 
differently to the counselling. The study showed that the service to the individual 
counselling subjects was cost effective, it was not possible to show this in absolute terms 
as the actual purchase cost of the service was not known as that information was 
commercially sensitive. Further the study was not over a long enough period to examine 
whether the counselling had reduced the annual sickness levels.
3. If it was effective, was the change maintained or improved upon by the 6 month 
follow-up stage?
This was seen as an important question as many studies only show the results of the 
counselling as provided by an EAP at the end of treatment often as client satisfaction data. 
Further, if follow-up studies were carried out the data produced was for the subjects as a 
whole. The very important finding of this study was that at the post-treatment stage for 
many of the measures the males seemed to show that the counselling was very effective in 
producing change for most of the variables measured. But by the follow-up stage, with the 
exception of the levels of mental health, depression and social support, the males had lost 
much of the benefits they had gain immediately after the counselling. For the females, for 
most of the variables the change by the post-treatment stage was often not significant and 
the change was often less than an equivalent group males, but by the follow-up stage 
unlike the males, the females continued to improve and showed significant change by the 6 
month follow-up. Thus the answer to the question depends on whether the results for the 
males or for the female were being examined. But the males did benefit by the follow-up 
for mental health, depressive response and the use of social support, but by that stage the 
females were able to show that they had benefited by improving in most of the variables 
examined.
4. Was the level of effectiveness affected by differences in demographic factors such 
as gender, age and professional status?
As stated above, the effectiveness of the counselling was affected certainly by the gender 
of the subjects and also by the interactions with gender of age and professional status. 
Thus it was clear from the study, as the genders and their interactions with age and
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professional status affected the levels of effectiveness, that examining the subjects as one 
group, would not have been helpful in understanding how effective the counselling was. It 
was clear that as the genders responded to stresses and coped with them differently, then it 
would be expected that their responses to the counselling would be different. This was the 
finding of this research.
11.3 Methodological strengths and weaknesses of the study
As this research was carried out in the commercial field, where an organisation had bought 
a counselling service for their employees, then it would not have been seen as acceptable 
or ethical to carry out a random control trial. Thus it was decided that the effectiveness of 
the counselling would be measured by comparing the counselling subjects’ means for the 
different variables with a baseline norm and to see how these means shifted towards the 
norm by the end of treatment. So the concern was not to compare treatment with no 
treatment but to see what changed and by how much by the end of the treatment period. 
The difficulty with this method is that it cannot be shown for sure that the change was as a 
result of the treatment or some other event intervening during the test period. But this was 
not the primary concern of the study; it was to examine demographic differences in 
responses. If other events occurred it could possible be assumed that these would affect all 
the groups irrespective of gender, age or professional status. But it was clear in the study 
that the various groups e.g. each gender responded to the treatment differently.
It was also decided in this research to measure the levels for the different variables within a 
random sample of the population from which the counselling sample would come. This it 
was felt would produce a more representative norm against which to measure the change 
within the counselling sample. This was the first study to use its own organisational norms. 
This was particularly necessary for the coping strategy measure as this was also the first 
study to carefully examine changes in coping strategies as a result of therapy and as such 
there was no previous normative data to call upon. Further, there can also be questions 
about the validity of some of the normative samples used in other studies, in that frequently 
university students would be used and one can ask how representative of the general 
population can students be said to be. However, this baseline sample might also not be 
representative of the population of U.K. as a whole, in that it can only be said to be 
representative of a local government work force, a main employer in a large county and 
cannot be said to represent work stress, for example in other areas of Britain or from other 
types of employers. What is perhaps unique about this study was that it was a large sample
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It is also important, as with any study, to raise the question of attrition. Kazdin (1994) 
indicated that anything up to 50%  of the client’s who begin treatment may drop out 
(though in this case, it cannot be assumed that because they do so, they have not benefited 
from the counselling process!). In this study, of those who began counselling during the 
period of the research 79% returned pre-treatment forms, 58% of those returned post­
treatment forms and 29%  returned the follow-up questionnaires. Some subjects did not 
return the post-treatment questionnaire (perhaps because they were not given it), but did 
return a follow-up questionnaire. This did raise the question whether there were any 
characteristic differences in the pre-treatment mean scores between those who filled out all 
the questionnaires or at least one of the post-treatment or follow-up questionnaires and 
those who only filled out the pre-treatment questionnaire. This study, as with a previous 
similar study (Worrall, 1999), found that there were no significant differences in the pre­
treatment means for either group, whether treated as all the subjects together, or the 
genders separately. The level of attrition of the study was within the expected range and 
there did not appear to be any characteristics which separated the non-respondents of later 
questionnaires with the responders, when their pre-treatment questionnaires were 
examined. There was also no significant difference in the pre-treatment scores between 
those who filled out the post-treatment questionnaire and those who only filled out the 
follow-up questionnaire, indicating that the fact that this happen, was not likely to occur 
because of the differences between the two groups of subjects, but may have occurred as a 
result of some subjects not having received a questionnaire immediately after therapy 
maybe because the therapist forgot or the organisation’s administration forgot to send out 
the papers to the clients if they did not attend their last session.
Further, as the researcher was also a practicing psychotherapist/counselling psychologist 
treating clients with brief therapy both in the NHS and for EAP providers, it was felt 
important that the research produced results that could inform practice directly within the 
setting where brief therapy was being offered. Thus it was felt important that the study 
was carried out in a naturalistic or real world brief therapy setting. This was in keeping 
with the conceptual and theoretical frame work of the study which was based on a post­
modernist philosophy of a pragmatic practice orientation, that is the study was design from 
the experiences within the therapy room where the variables used were those that presented 
themselves most often to the therapist; and with respect to the coping strategies, the area
and the counselling group were from that same sample, so any comparison has to be as
valid or perhaps more valid than other groups used for comparison.
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most focussed on by the therapists within the brief therapy model. The advantage of this 
would be that the study and the results would be more meaningful and accessible to the 
practitioner in these settings. The disadvantage of carrying out such a study was that many 
possible variables not addressed could affect the outcome. But the researcher’s main 
concern was to carry out the study in a naturalistic setting using tools that were meaningful 
within that setting. The design of the questionnaire was set with this in mind. Thus the 
stress measure was used as work stress was a frequent complaint of those coming for 
counselling, but other stresses could be present too, so the life events measure was 
included. Frequently the presenting problems in counselling can be related to physical 
sickness etc so the ‘Problems and complaints’ questionnaire was used. It was also thought 
that there may be personality differences in the way clients deal with stress so the 
‘Inventory of Interpersonal problems -  IIP 3 2 ’ was used. Finally, along with simple 
questions such as how much the client earned, how many days sick they had in the last 
year and how they rated themselves with respect to their work efficiency/effectiveness, a 
measure of their coping strategies was used. The researcher was clear that it was these 
kinds of scales which would give a good range of measures of factors that present in the 
counselling room that the measures were looked for specifically to meet this need. The 
problem of doing this was that some of the measures had not been used before in such 
research so comparisons could not be made with other similar research studies. So the 
only valid comparisons that could be made were with the measures for mental health, work 
and personal functioning, and that was with a similar study with another local authority 
(Worrall, 1999). All that can be said about the structure of the questionnaire was that it 
was not a short one, it comprised of 5 scales each with about 30 questions, plus other brief 
questions, but notwithstanding its size it must have been meaningful to the respondents in 
that the response rate particularly at stage one was very good and that for the counselling 
subjects was within expected levels. The problem the questionnaire presented was that too 
much data was produced and hence much could not be presented in the main body of the 
study report. Thus the report focussed on the areas that were seen as being the most 
interesting with respect to symptom change (work stress, mental health, work and personal 
functioning) and changes in behaviour/process i.e. coping strategies.
Another area of recognised difficulty with the study was that the study focussed only on 
client responses and did not focus on the therapists providing the counselling. This meant 
that little could be said about the effects of training and methods/styles of working of the 
therapist. It was not, for example, known how experienced they were in working as brief 
therapist in an EAP setting. This could be a critical issue as therapist in training generally
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are not prepared for working in this setting and so have to learn, for the most part, on the 
job. Further, as the study found that the gender of the client was a critical issue in the 
evaluation of the effectiveness of the brief therapy in the EAP setting, then the question 
that needs to be addressed but was not addressed in this study, is the effect of the gender of 
the therapist, for example, on the outcome. The questions that would need to be asked 
would be, ‘Does the gender of the therapist and/or the method of working, have a 
differential effect depending on the gender of the client?’
11.4 Comparison with previous research
As stated above, the questionnaire was structured to have meaning to the counsellor and 
clients in the naturalistic setting and hence some of the scales were taken from other 
settings and had not been used for this kind of study. So while many of the findings were 
supported by other studies it would be useful to compare this study’s use of the 
measurements for mental health, work and personal functioning with another similar study 
which used exactly the same tools. While this has been discussed in the discussion section 
(see sections 10.3.8-9) it would perhaps be useful to underline here how this study 
compared very favourably with at least other similar studies.
In this research the counselling treatment was effective in producing significant change for 
mental health for most of the groups of subjects. Though the sample came with a much 
lower mean mental health score at the beginning of therapy than the norm used, the mean 
effect size for the change was ‘good’ to ‘very good’ for at least 60% of the subjects by the 
follow-up stage. Cooper and Sadri (1991) and Firth and Shapiro (1986) both also found 
60% of clients had improved in mental health after counselling. However, looking at the 
proportion of subjects who did achieve clinically significant change (as defined by Mullin 
et al, 2006), it was found that a relatively higher proportion achieved this than for any of 
the other variables measured, this compared well with Worrall (1999). In Worrall’s study 
the mean effect size for mental health at post-treatment for all subjects was high, where as 
in this study it was still very good but not quite as high, but for the males on their own it 
was higher than that for all the subjects together in the Worrall study whereas for the 
females the mean effect size in this study was slightly lower. For the subjects as a whole 
group the proportion of subjects who produced clinical change for mental health were 
fairly comparable. However, when the genders were examined separately at the follow-up 
stage it was found that for the males the proportion was lower than that for all the subjects 
together in the Worrall study but the proportion for the females was higher. Thus it would 
appear that the effectiveness of the counselling in this study was not as good as that of the
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Worrall study when looking at the data as a whole. But when the subjects were separated 
into their respective genders the results would tend to show more improvement in 
comparison with the Worrall study, particularly when looking at the females on their own. 
What this suggests is that the results of any study would be dependent on the gender mix of 
the subjects. It is not known what the gender ratio was in the Worrall study so comparison 
is difficult as this study indicates that the gender mix would affect the findings of the mean 
results for the group as a whole. It is interesting to note that, at least with respect to mental 
health, no subjects deteriorated in this study notwithstanding that in many studies 5-10%  
can be expected to deteriorate (Lambert and Ogles, 2004).
The counselling treatment was also effective in producing significant change for work and 
personal functioning for most of the groups of subjects. For these two variables the mean 
levels were reduced such that they were no longer significantly higher than the norm. The 
proportions that improved for both work and personal functioning were in line with such 
proportions as found in other studies (Macdonald, Lothian and Wells, 1997). In the Worrall 
study, the mean effect size for work functioning was slightly higher than that for this study 
for all the subject together, but for the males it was considerably higher than that found in 
the Worrall study and was lower for the females. For personal functioning in Worrall’s 
study the mean effect size was again slightly higher than that for this study. But when the 
genders were examine separately the opposite effect was found as compared with work 
functioning. Here, it was the males who produced lower that average mean effect size for 
the change while the females produced a figure that was very much higher than that 
produced in the Worrall study. What this indicates again is that the effect of the 
counselling was gender dependent and the overall results would therefore depend on the 
proportion of each within the sample, thus comparisons would be difficult to make without 
that data. Further this also showed that the effect size of the counselling differed 
depending on the gender. Thus, the males produced a higher mean effect size for change 
for work functioning, while the females showed higher mean effect size for personal 
functioning than the males and higher than those produced by the Worrall study for all the 
subjects together. Thus it can be said that where direct or similar comparisons can be 
made the results from this study were in line with the findings of other studies and as such 
would tend to lend creditability to the results of this research.
11.5 Implications for policy and practice
This study highlights two important issues, firstly the importance of examining the gender 
differences within counselling data and that follow-up studies can produce very differing
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results. However, the gender differences also raised the issue that males and females 
clearly not only respond to stresses differently but also respond to counselling differently. 
This presents the perhaps ‘non-pc’ question in the discussions about the counselling 
process. It is acceptable to discus the importance of cultural/diversity awareness in the 
provision of counselling e.g. considering that making the goal of working towards a 
process of individuation as the focus of therapy might be seen as inappropriate when 
working with, for example, Asian clients who would see this idea as dysfunctional. 
However, what does not seem necessarily okay to discuss is that these results would seem 
to suggest that the ‘one size fits all’ concept of therapy might not be appropriate and that 
males may need to receive a different form of counselling that meets their needs, such that 
they might be able to sustain improvements over longer periods. This study did not 
examine the form of counselling that was being provided other than that it was brief 
therapy (up to eight sessions), so it is not possible to suggest how the counselling could 
have been different for the males, but what was clear was that the males did not in the 
longer term benefit as much.
It is also suggested that there needs to be some work that looks into whether different 
methods of working or different focus models of therapy work better with males and 
females, and how the gender of the counsellor might interact with this or directly with the 
effectiveness of brief therapy for each of the genders. This study was not really able to 
look at issues concerning the gender of the therapist as out of the twenty two counsellors 
involved only two were males. But looking at the models used, by whom and with whom, 
may have implications with respect to training i.e. by recognising that males and females 
may need different approaches to effect permanent change at least within the brief therapy 
model, for example, models that focus on changing different coping strategies. It may also 
reflect a need to recruit more male therapists, again at least for work as EAP affiliates.
This study also suggests that using an organisational baseline norm may facilitate the use 
of more naturalistic studies into the effectiveness of the therapy being offered.
Nevertheless overall the findings indicated that the model of brief therapy as used by this 
EAP was effective in promoting change. Further, it was seen that not only was stress 
costing the organisation, it was also seen that the counselling saved the organisation 
considerable sums of money, thus it is suggested that counselling was shown to be cost 
effective in the savings it brought about in reducing stress and improving, mental health,
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work and personal functioning and coping strategies, but how the saving is calculated 
must, in keeping with the other findings, recognise gender differences in responses.
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